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QUALITY MANAGEMENT AT THE VETERANS 
HEALTH ADMINISTRATION 


THURSDAY, MARCH 19, 1998 

House op Representatives, 

Subcommittee on Health, 
Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to notice at 9:45 a.m., in room 
334 Cannon House Office Building, Hon. Cliff Steams (chairman of 
the subcommittee) presiding. 

Present: Representatives Steams, BUiralds, Cooksey, Gutierrez, 
and Peterson. 

Also present: Representative Evans. 


OPENING STATEMENT OF CHAIRMAN STEARNS 

Mr. Stearns (presiding). Good morning. Last October, this sub- 
committee held a hearing on patient safety and mechanisms to re- 
duce risk in VA patient care. Two weeks before that hearing, VA 
significantly revised its 3 month old policy on improving patient 
sEuety. It was too early to tell what effects these new VA policies 
would have on medical practices. It was also not clear as of last Oc- 
tober wheffier the VA headquarters was getting reliable informa- 
tion on the numbers and kinds of incidences occurring across the 
system. VA ofiiciEds could not tell us whether patient safety inci- 
dents were declining, or whether they were simply being \mder- 
reTOrted at a higher rate. 

Today’s hearing provides an opportunity both to learn what has 
been done on patient safety issues since our October hearing, and 
to take a broader look at VA efforts to manage qualify. It is obvious 
that qualify management has been an important headquarters’ 
concern. We’re aware that Dr. Kizer has initiated many new pro- 
n-ams, developed new measiurement tools, established advisory 
bodies, increased staffing, and made organizational changes, all fo- 
cused on quality of care. 

The Veterans’ Affairs Committee supports the commitment to 
improve quality. Just yesterday, we adopted budget views and esti- 
mates wmch in addition to recommending a substeintial increase in 
medical care fimding, c^ for increased central office staffing for 
quality management, and oversight. But while we are a supporter, 
we are also concerned about inconsistencies in implementation of 
quEdify mEmagement policies. It is obviously not enough to develop 
good policies. It is criticEd that those policies take hold Emd become 
tiEinslated into practice in our medical facilities across this country. 

( 1 ) 
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This morning we will continue our inquiry into these important 
questions, and well hear from experts on the state-of-the-art of 
quality management, and the state of quality management policy 
and practice in the VA. 

Before cedling our first panel of witnesses. I’d like to invite the 
ranking member, Mr. Gutierrez, to offer any opening remarks he 
may have. 

OPENING STATEMENT OF HON. LUIS V. GUTIERREZ 

Mr. Gutierrez. Thank you, thank you. Chairman Steams. I 
strongly believe there’s no more important subject for the sub- 
committee to address than the quality of health care our Nation’s 
veterans receive, and I’m encouraged that we’re beginning the yeeir 
by opening this hearing. 

Throughout my 5 years on the Veterans’ Affairs Committee, I’ve 
closely followed the progress of the VA in improving health care 
services it proAddes to veterans, and it is certaiiy becoming a more 
complex job. 

The VA is imdergoing a historic transformation from centreilized 
hospital base system to a more flexible, adapted one. Outpatient 
services are emphasized and direct control and responsibility is 
held in the 22 service networks, and not at the Vermont Avenue 
headquarters. 

As we are all aware, ensuring quality management in this new 
environment is not sm easy task. Nevertheless, despite these chal- 
lenges quality care must remain the paramoimt goal of the VA. I 
do believe that the VA is expending significant efforts and re- 
sources to improve. They’re developing techniques from the private 
sector and other quality management. 

I do believe, however, that a word of caution is warranted. All 
too often I hear from veterans, VA employees at various levels and 
in a vmety of roles, and independent he^th care experts, that the 
financial bottom line dictates VA policy to the detriment of quality 
of care veterans receive. Too often, vital positions at VA medical 
centers go unfilled because of accoimtant driven policy maMng. 
Specialized services are impaired. Employee morale declines and 
veterans suffer. 

Now, I acknowledge the budget constraints that VA currently 
confronts. I do not believe that Congress and the Administration 
have provided adequate resources for VA medical care. I do, how- 
ever, feel that it is absolutely necessary, regardless of revenue pro- 
jections, to determine health care policy in the interests of our vet- 
erans, and not in the interests of accountants. 

The long-term costs of allowing the bottom line to write VA 
heedth care policy are too great for our veterans to bear. 

Mr. Chairman, I thank you once again for calling this hearing, 
and I look forward to present my questions to the witnesses later 
this morning. 

Mr. Stearns. I thank the ranking member. Any other members, 
Mr. Evans? 

Mr. Evans. Mr. Chairman? 

Mr. Stearns. Yes, I recognize you for 5 minutes. 
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OPENING STATEMENT OF HON. LANE EVANS, RANKING DEMO- 
CRATIC MEMBER, FULL COMMITTEE ON VETERANS’ 

AFFARIS 

Mr. Evans. Thank you, Mr. Chairman. I’m pleased to be here 
today to revisit the issue of quality management in the Veterans 
Health Administration. I really think this shows your commitment 
to the issue, Mr. Chairman, and our ranking member’s interest. 

I know there’s been a great deal of activity since this subcommit- 
tee met last October to mscuss VHA’s risk management initiatives. 
I believe it is to VHA’s credit that the 3 r’re looking at new and inno- 
vative ways of defining and ensuring quality. But I am somewhat 
concerned that VHA headquarters has given the field too much 
control over developing then* own systems for assuring quality. I 
have no doubt that headquarter’s commitment to quality assurance 
is sincere. It is this Congress’ job, however, to be responsive to the 
criticisms we hear from both internal and external sources. 

When we hear that VA’s Medical Inspector found that 20 percent 
of the care delivered at Castle Point and Montrose VA Medical 
Centers was, at best, marginal, we need to be concerned and to find 
out what went wrong, and how best to prevent it fi’om happening 
again. What we hear seems to indicate that the headquarters must 
do more to support traditional quality management activities, and 
to ensure consistent application of practice standards throughout 
the system. 

When the House Committee on Veterans’ Affairs first heard 
VHA’s vision to decentralize management, it described head- 
quarter’s role as one to steer, but not to row, b 3 r providing policy 
^dance fi'om the highest level, and providing its field with the 
tools that it needed to do the job. While headquarters seems to be 
identifyii^ the broad goals for its field managers, often it appears 
that the field is not foflowing the intent of the guidance that it has 
been called on, and no one is questioning them on it. 

I’m not convinced that there is enough steering going on. This 
committee seems to a^ee that headquarters needs more resources 
to ensure that it can develop effective pohcy, and monitor its inter- 
pretation in the field. 

Mr. Chairman, I have the rest of a lengthy statement that I’d 
ask to put in the record. 

Mr. Stearns. Without objection, so ordered. 

[The prepared statement of Congressman Evans appears on p. 
29.] 

Stearns. And I thank the remking member of the full com- 
mittee. Mr. Bilirakis. 

OPENING STATEMENT OF HON. MICHAEL BILIRAKIS 

Mr. Bilirakis. Mr. Chairman, just very quickly, I appreciate the 
opportunity. I endorse the remeirks of my predecessors, and cer- 
taMy thaj^ you for holding this hearing. Mr. Chairman, over the 
years, most of the complaints that I’ve heard from our fellow veter- 
ans, heis been an attitude kind of a thing, about the people at the 
reception level or, the people may be above them. Veterans com- 
plain that the 3 r’re being treated like they’re on welfare, thin g s of 
that nature. It goes back again to the things we talked about when 
we talked about sexual harassment, or what not, a mind set type 
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of a thing. I think that maybe we all hear that. There’s no way you 
c£in legislate something like this, but certainly we’ve got to be able 
to try to concentrate on clearing the minds of people, the employees 
and what not, in the VA system so that they remize that their job 
should be one of pride and privilege. And I theink you, and again 
I apolomze for not being able to stay. 

Mr. Stearns. Well, I thank the distinguished member from Flor- 
ida. I appreciate his comments. 

[The prepared statement of Congresswoman Chenoweth appears 
on p. 30.] 

Mr. Stearns. Without further objection, we’ll hear from our first 
witness, Molla Donaldson, Project Director, National Roimdtable on 
Health Care Quality, Institute of Medicine. Good morning, and wel- 
come. 

STATEMENT OF MOLLA DONALDSON, M.S., PROJECT DIREC- 
TOR, NATIONAL ROUNDTABLE ON HEALTH CARE QUALITY, 

INSTITUTE OF MEDICINE 

Ms. Donaldson. Good morning, Mr. Chairman, and members of 
the subcommittee. My name is Molla Donaldson. I am the project 
director for the National Roundtable on Health Care Quality of the 
Institute of Medicine. I appreciate the opportunity to address you 
today on quality management. Managing quality requires being 
able to define it, to measure it accurately, and most important, to 
improve the care that is provided. My comments will address all 
these three issues. 

In 1994, the Institute of Medicine of the National Academy of 
Sciences formed the National Roundtable on Health Care Quality, 
a diverse group of individuals from the public and from the private 
sector, to focus attention on measuri^ and improving the quality 
of health care in the United States, "nie Roimdtable will soon re- 
lease a statement on the quality of care in this country. In the 
meantime, I will summarize some of its conclusions. 

Regarding the definition of “quality,” many people believe that 
quality cannot be defined, and cannot be measured. This is simply 
not true. In 1990, the Institute of Medicine developed a useful defi- 
nition that has proved robust, and widely adopted, defines quality 
as “the degree to which health care services, for individuals and 
populations, increase the likelihood of desired health outcomes, and 
are consistent with current professional knowledge.” Using the 
lOM definition, the quEility of care cem be measured with scientific 
accuracy comparable to that of most measures in clinical medicine. 

Studies have addressed three kinds of problems: overuse, 
imderuse and misuse. Overuse occurs when the risk of a health 
service is likely to be greater than its benefit. Underuse is the fail- 
ure to provide a health service that would be expected to have pro- 
duced benefit. Misuse occurs when a needed service is provided 
poorly, and a patient experiences a preventable complication. 

The message from these studies is clear. A CTowing body of rigor- 
ous research has documented serious and widespread quality prob- 
lems in American medicine in all three of these areas. When a 
news story is published about a mishap in one setting, or financing 
system, such as fee-for-service or managed care, or in the private 
sector or public sector system, such as the VA, people sometimes 
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conclude that all the care in that setting is bad. Our experience has 
shown, however, that tiie quality of care in all settings varies 
across the spectrum. 

There is also ample room for improvement in all settings and fi- 
nancing systems. Very large niunbers of Americans, perhaps mil- 
lions, are harmed by overuse. Large numbers of Americans fail to 
receive health services that save lives, and prevent disability. More 
are iqjiu'ed when avoidable complications are not prevented. These 
problems occur in all parts of the coxmtry in small and large com- 
munities. 

Recognizing the seriousness of our quality problems in health 
care, should not trig^r a search for individuals to blame. The an- 
swers are not that simple, and often involve shortcomings in the 
complex systems in which health care is deUvered. In part, these 
promems are the result of the remarkable new knowledge about 
the effectiveness of health services. As knowledge accumulates, 
ways to supply practitioners with the information they need have 
not kept pace. And we have not yet foimd ways to anticipate 
human error, and reduce the likelihood of harm. 

Today, no health care practitioner can deliver high quality alone. 
More and more, they practice within groups and systems of care, 
including the VA. The fiinctioning of these systems in coordinating 
care, and ensuring that accurate health izuormation is available 
when needed, is critical. 

To learn more about how to improve quality of care, the lOM 
held a conference on current approaches to protect citizens, and to 
improve quality of care across the entire system. Invited papers ad- 
dressed four mqjor quality improvement stoategies. They were: con- 
tinuous quality improvement, or internal methods of improving 
quality, regulation, competition and financial incentives. 

An mctraordinarily diverse group of 60 people debated the evi- 
dence that each of wese strategies has actually improved care, and 
how they might fit together in an integrated approach. Each of the 
four stratemes has important strengths and important weaknesses. 
By the end of the conference a remarkable consensus had emerged 
among the participants. 

First, health care quality problems or opportunities to improve 
are of mqjor significance. Variations in quality are unacceptably 
large. Second, twen individually our current approaches to quality 
improvement are unlikdy to produce rapid pro^ss. A small num- 
ber of hospitals; health plans, and integrated delivery systems, 
have made notable efforts to improve, and some successes have 
been documented, but we do not yet have role models that provide 
care that is consistently and uimormly free of quality problems. 
Improvement efforts usually occiur in large institutions, most often 
in nospitals. Longterm, multi-institutional or regionm efforts to 
improve are rare. Realizing the most value in improved healtii fi'om 
our investment in health care requires re-en|[ineering of how we 
deliver health services and tiy to improve quality. 

Finally, let me say that health care in the United States is often 
superb. Unfortunately, it is often not at its best. Americans bear 
a great burden of harm because of these failures, a burden that is 
measured in lives lost, in reduced functioning, and wasted re- 
sources. The Roimdtable believes that addressing these issues vig- 
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orously should be among the highest priorities in health care. 
Thank you. 

[The prepared statement of Ms. Doneddson appears on p. 31.] 

Mr. Steabns. Ms. Donaldson, you described me resulte of a Na- 
tional Roundtable on Health Care Quality report, as concluding 
that we need “a major overall of how we deliver health services, 
educate and trsdn clinicians, and assess and improve queilily.” 
What do you see as a most critical element of that recommenda- 
tion, and what does that finding mean for the VA? 

Ms. Donaldson. There are several things. One is that we, the 
people at the conference, felt that if you want to make sure that 
we have a safe and reliable system for patients to enter and to re- 
ceive high-quahty care, we have not yet designed delivery systems 
that can safely and reliably do that, and that we really need to re- 
think how those dehvery systems operate. A 2-year study that is 
about to begin at the lOM. It’s going to be lookmg at exactly how 
that can be done, so I would say that I don’t have the answer to 
how it should be done in the VA. I think the VA has begun, and 
the interesting thing about the Veterans Affairs is that it heis a 
consistent set of incentives, and a consistent set of delivery ar- 
rangements, which make it a wonderful opportunity to learn about 
how to improve quality. 

Mr. Stearns. How familiar are you with the VA health care sys- 
tem and can you comment on the steps that have been taken in 
the area of quahty management? 

Ms. Donaldson. The area of quality management in the VA has 
not been discussed by the Roundtable members, so I will have to 
give you my own opinion. I have seen preliminary data on work to 
improve screening and of follow-up in the VA. The pre liminar y 
data that I saw showed remarkable improvement in the short term, 
and I thought, even more surprisingly, across a range of measures. 
It will be very interesting to me to see if these improvements are 
maintained over a period of time. Again, that is my own opinion. 

It is very difficult to bring about even small improvements in 
care, let alone across a range of clinical practices. We have heard 
from many experts in quality of care measurement and quahty of 
care improvement, a number of very dedicated and knowledgeable 
individuals who have been working in this field in the private sec- 
tor for a long time. Although we can point to isolated instemces of 
very successlw improved quahty, these individuals would be the 
&st to say that they have not been able to deploy this across the 
institution, or across institutions. This is a very difficult task to do. 

Mr. Stea;^s. Ms. Donaldson, you discuss the role of payment 
mechanism in shaping behavior of health care providers. Is there, 
even in theory, a funding model that strikes the right balance and 
rewards excellence? 

Ms. Donaldson. We don’t know of any is the short answer to 
that. We know that a fee-for-service systems encourages overuse. 
We know that capitation systems can encourage underuse of serv- 
ice, but we don’t know of any financial system that has been har- 
nessed to other strategies, or, in and of itself, recognizes and re- 
wards high-quality. 

Mr. Stearns. You note that industrial quality management 
methods often offer important tools for improving quality, but you 
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say they tend to be used narrowly on administrative aspects of 
care, rather than clinical ones. Would you please amplify on that 
point, and offer us some exeunples? 

Ms. Donaldson. Certainly. Many of the examples that we know 
of continuous improvement have looked at improving efficiencies of 
administrative processes, or looking at improving what we called 
misuse, the technical issues in quality care. Virtually none of these 
looks at overuse issues, which are mqjor, and underuse issues. 

Mr. Stearns. Those are the questions I have, thank you. The 
ranking member, Mr. Gutierrez? 

Mr. Gutierbez. Th ank you. You mentioned that preventive tech- 
niques are often not ei^loyed by health care providers, can you 
comment on the VA’s efforte to improve preventive care services? 

Ms. Donaldson. WeU, again, I have to respond with my opinion, 
rather than ihe Roundtable, but to say that I’ve looked at those 
preliminary data. They have looked at a number of preventive serv- 
ices, and follow up of services, and have shown not only improve- 
ment, but remarkable improvement, and across the board in all of 
the services that they have looked at. And I think that they have 
tried, as I understand it, to combine both financial incentives and 
other kinds of internal incentives, to bring that about. 

Mr. Gutierrez. In large medical systems, such as the VA, what 
are the mqjor quality management problems, in your belief? 

Ms. Donaldson. I’m sorry in mqjor? 

Mr. Gutierrez. In major in — I’m sony — ^in large medical care 
systems, such as the VA, what are the major quality management 
problems that you see in your beUef? And are they different than 
those confront^ at the private sector? 

Ms. Donaldson. I hesitate to speak for the VA because I don’t 
have personal knowledge of that, but I would say that what we’ve 
seen in every other system is that most of the quality problems are 
what we call "systems problems.” The/re not problems of the lack 
of good training, or intention on the part of the health care provid- 
ers. They are problems in coordinating care and making sure that 
information gets to people when they need it, of making sure that 
referrals, lab results, aU kinds of thmgs are done, and tiie^re also 
problems in terms of not having systems to catch errors and pre- 
vent them fi’om doing harm. 

Mr. Gutierrez. Is that, if there was one suggestion, is that 
where you think we really need to focus on these systems? 

Ms. Donaldson. I beUeve so, yes. 

Mr. Gutierrez. Thank you very much. 

Mr. Stearns. We thank you ^s morning for coming here, Ms. 
Donaldson. And we’ll take the next panelists, Ih. Thomas 
Garthwaite, M.D., Deputy Under Secretary for Health, Department 
of Veterans Affairs, togetiier with John Mather, M.D., Assistant In- 
spector General for Hesdth Care Inspections, Depeirtment of VA; 
Maura Farrell Miller, Ph.D., President, Nurses Organization of 
Veterans Affairs. And we also have Nancy Wilson, Dr. Wilson, Di- 
rector, Office of Performance and Quality, Department of Veterans 
Affairs. 

Good morning, I want to welcome all of you, and t hank you for 
your time. And Dr. Garthwaite, we’ll let you start, go {ffiead. 
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STATEMENT OF THOMAS GARTHWAITE, M.D., DEPUTY UNDER 
SECRETARY OF HEALTH, DEPARTMENT OF VETERANS AF- 
FAmS; ACCOMPANIED BY NANCY WILSON, MJ)., DIRECTOR, 
OFFICE OF PERFORMANCE AND QUALITY, DEPARTMENT OF 
VETERANS AFFAIRS; JAMES MCMANUS, M.D., MEDICAL IN- 
SPECTOR, DEPARTMENT OF VETERANS AFFAIRS; AND JOHN 
MATHER, M.D., ASSISTANT INSPECTOR GENERAL FOR 
HEALTH CARE INSPECTIONS, DEPARTMENT OF VETERANS 
AFFAIRS; AND MAURA FARRELL MILLER, PH.D., ARNP, CS, 
PRESIDENT, NURSES ORGANIZATION OF VETERANS AF- 
FAIRS 


STATEMENT OF THOMAS GARTHWAITE, M.D. 

Dr. GARTHWAITE. Good morning, th ank you Mr. Chairman, and 
thank you for your articulated support for enhancing otir quality 
management endeavors in VA headquarters, and throughout the 
system. 

I am pleased to be here to discuss the effectiveness of qualify 
management in the Veterans Health Administration. First let me 
state that improving the consistency and predictability of high 
quality care in the VHA has been a central tenet of our re-engi- 
neering efforts. This was stated in our ‘Vision for Change,” and 
“Prescription for Change,” and multiple other documents. 

Secondly, I think it is important, as stated by the previous wit- 
ness, to recognize that no one has yet established a definitive ap- 
proach to quality memagement in health care, or the best method 
of deplo^g quality management throughout large health care sys- 
tems. There are significant knowledge gaps, as well as variance in 
opinion about preferred stratemes, and we’re committed to leading 
the way to a much better healm care S 3 rstem for all Americans. 

I’ll briefly describe a few of the changes that we have made since 
the previous hearing, and then we welcome your questions. First, 
improved patient outcomes Eue health care qualit^s bottom line. 
Our data demonstrate unprecedented improvement in the quEility 
of VA health care outcomes, including increased longevity rates for 
persons having serious medicEil conditions, lowered rates of surreal 
morbidity and mortality, improvements in the quality of care indi- 
cators tracked by our chronic disease, prevention, and palliative 
care indices, as well as improved patient reported outcomes. 

Our prevention index consists of nine qualify outcome indicators 
that measure how well VA follows national primary prevention and 
early detection recommendations toward diseases having major 
consequences, such as cancer, smoking, and alcohol abuse. VA out- 
performs the private sector on all indicators where comparable 
data exists, ranging from 5 to 69 percent better on individual qual- 
ity indicators. In addition, VA has already surpassed United States 
Public Health Service, “Healthy People 2000 Goals” in five of the 
indicators. Examples include: immunizations for pneumonia, 61 
percent better; influenza, 61 percent better — ^influenza immrmiza- 
tion; and the percentage of women receiving cervical cancer screen- 
ing, 90 percent. 

The Chronic Disease Care Index consists of 14 quality outcome 
indicators for high volume diagnoses such as ischemic heart disease 
and diabetes. The percentages reflect the number of patients who 
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actually receive required medical intervention. The Chronic Dis- 
ease Care Index in the aggregate rose 73 percent in fiscal year 
1997 after we put the hght on &s and began to measure. 

A^ain, where comparable data existe, VA consistently out- 
performs the private sector ranging from 21 to 124 percent on indi- 
vidual quality indicators. Such examples include the rate of aspirin 
therapy for patients after a hesirt attack and the percentage of dia- 
betics whose blood sugar controls are monitored annually by blood 
tests. We acMeved 85 percent monitoring versus 38 percent that 
has been reported in other systems. 

It’s important to note, that these instruments, which did not 
exist 3 years ago, were specifically designed to allow us to accu- 
rately compare VA health care with the private sector. Further, the 
VA data, upon which these comparisons are based, comes from ex- 
ternal reviewers that we hired to go into our medical centers so as 
to eliminate bias and to ensure impartiality. 

As part of our re-engineering effort, we have also been tracking 
the one year survival rates for nine high volume conditions. Some 
of these are our most vulnerable patients, and include patients 
with heart failure, chronic obstructive pulmonary disease, and 
pneumonia, among others. Survival rates for several of these im- 
portant conditions have improved while rates for other conditions 
have remained stable. 

In surgery, since we implemented our VA national surgical qual- 
ity improvement program, morbidity emd mortality rates have im- 
proved by 10 percent for morbidity, and 28 percent for mortality, 
^e Chairman of Surgery at Duke University, in a recent editorim, 
endorsed VA’s approach as one that will improve the quality of sur- 
gical care throughout the Nation. 

We’ve also spent considerable effort looking not just at outcomes, 
but at the processes by which we deliver care, and have put to- 
gether the individual components of our efforts in quality manage- 
ment into a strategic framework of quality management. 

As presented in previous testimony, we delineated a comprehen- 
sive strategy for quality management that recognizes quality im- 
provement as an overarching goal of transforming our organization, 
^e framework takes a broad view of quality management, ad- 
dressing traditionsd and new quality assurance mechanisms, man- 
agement decisionmaking, and various support functions. The cur- 
rent iteration of the framework arrays improvement initiatives, 
with specific strategic goals. 

However, integration of these initiatives requires more than just 
a framework. It req^es, as I think was just mentioned, teamwork. 
Our new Quality Management Integration Council, chaired by toe 
Under Secretary for Hemth, and composed of VHA executives from 
all levels of toe organization, as well as our union partners, pro- 
vides toe venue for monitoring, evaluating, and overseeing the co- 
ordination and coherence of VHA’s omality improvement activities. 
As one of its first initiatives, which I thi^ is responsive to points 
raised during toe initial introductions, toe Council has begun to 
address how we disseminate quality enhancement initiatives to 
front-line employees, and how we assure their implementation. 

To further promote toe integration of quality activities, toe Ofhce 
of Performance and Quality now reports directly to the Under Sec- 
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retary for Health, and each network has designated a quality man- 
agement officer. To provide input from quality management au- 
thorities outside the VA, we’ve estabhshed a Quality Management 
Advisory Panel. This Panel will evaluate the clarity, coherence, and 
comprehensiveness of VHA’s strate^c framework for quality, and 
advise the Veterans Health Administration about specific quality 
initiatives. We’ve been fortunate to recruit nationally renowned 
quality management experts from very prestigious organizations to 
he^ us in this regard. 

Other initiatives to improve the focus on quality include: the cre- 
ation of the VHA Patient Safety Improvement Awards Program for 
individuals in the front-line who identify and implement successful 
system redesigns; the Veterans Health Administration $1 million 
Quality Achievement Recognition Grant for networks that dem- 
onstrate exceptional outcomes in quality; and the recent announce- 
ment of a unique fellowship in quahty management for clinicians 
interested in leading health care quality improvement efforts into 
the futiire. We’ve committed to fund as many as 12 of these fellow- 
ships in the academic year 1998 and 1999. 

And finally, to further ensure a broad range of input into our 
quality management programs, we have asked the consultants that 
reviewed the function and size of the Office of Medical Inspector, 
to expand their project and to look at our entire approach to qual- 
ity management, comparing it with other health care and non- 
health care bench marking organizations. 

Let me speak a minute about patient safety. Since patient safety 
is such a crucial part of the framework for improving quality. I’d 
like to update you on our activities since the last committee meet- 
ing. Ab you recall, VHA published a new policy on risk manage- 
ment in June of 1997 that emphtksized the need to examine all ad- 
verse events for potential national process improvements. The pol- 
icy also formalized responsibilities at facilities, networks, and head- 
quarters for reporting and analj^ing adverse events, and taking 
corrective action. Since underreporting of adverse events is a sig- 
nificant obstacle to improving patient safety in all health care sys- 
tems, one of the primary goals of our pohcy is to increase reporting. 
And, in fact, since the policy was implemented, reporting of adverse 
events has substantially increased in every network. 

Although we are pleased with our progress to date in implement- 
ing the new risk management pohcy, we believe we have more to 
learn, especially from high risk industries, such as aviation, who 
have expertise and experience in designing and maintaining inci- 
dent reporting systems that would foster srfety. To this end, we re- 
cently convened an expert advisory panel on patient safety system 
design that included the creator and current director of the Avia- 
tion Safety Reporting System. 

And finally, with regard to the role of the Medical Inspector, on 
January 9, based on recommendations of review performed by out- 
side considtants, the Under Secretary for Health authorized the 
Medical Inspector to increase his staff and expand the role of his 
office. This would include, among other activities, a review of the 
analysis of sentinel events, boards of investigation, and focused re- 
views conducted at VA facilities. The Medical Inspector began an 
active recruiting process, and has thus far signed up two new 
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nurses and one physician. Recruitment of additional staff is in 
progress. 

Within the context of patient safety improvement, the Medical 
Inspector will play an active role. The Medical Inspector is a mem- 
ber of both the Quality Management Improvement Coimcil and the 
Patient Safety Improvement Oversight Committee. The latter com- 
mittee meets every 2 weeks, and reviews significant adverse events 
to determine the quality of the review conducted by the facility, 
and to help facilities identify system-wide lessons learned, and to 
detect any patterns and trends in the kinds of events that are re- 
ported. 

I am pleased to report to you, in conclusion, that the VA health 
care system has accomplished significant improvements in the 
quality of care during a period of unprecedented change in the sys- 
tem. This is a tribute to the efforts of tens of thousands of dedi- 
cated VA employees who are first and foremost concerned with the 
welfare of their patients. As discussed last October and today, we 
are continuing to seek ways to further improve the predictability 
and consistency of high quality health care. 

I think we believe, as the previous witness pointed out, that all 
of health care needs to move forward to improve health care qual- 
ity and safety, and what we’re committing to you is that we plan 
to lead the pack. 

I thank you for your interest. This concludes my statement, and 
we welcome your questions. 

[The prepared statement of Dr. Garthwaite appears on p. 41.] 

Mr. Stearns. Thank you. Dr. Garthwaite. Dr. Mather, your 
opening statement? 

STATEMENT OF DR. JOHN MATHER 

Dr. Mather. Mr. Chairman and members of the subcommittee, 
I appreciate this opportunity to appear today, and to discuss the 
effectiveness of quality management in the Veterans Health Ad- 
ministration. In these remarks, I will emphasize a report recently 
released by my office on this topic. With your permission, Mr. 
Chairman, I request that my written prepared statement be en- 
tered into the record, and I really use these remarks, and this op- 
portxmity to summarize the key issues. 

Veterans receiving their mescal care through the VA can expect 
the health care professionals who treat them to do it well. They can 
also emect the health care system to consistently deliver first-rate 
medical care. In order for veterans to be assiired that they are re- 
ceiving such medical care, the VA must have effective poUcies emd 
programs to ensure the consistent delivery of high quality medical 
care. 

The report we issued last month evaluated the effectiveness of 
VA’s programs for monitoring the quality of medical care to the 
veterans it serves. This comprehensive review assessed the current 
quality management programs throughout the whole system, in- 
cluding centred office, the networks, and local VA medical facilities. 
We specifically reviewed guidance on quality management, compar- 
ing the programs before and after Dr. Kizer became the Under Sec- 
retary for Health. Also, we completed a preliminary review of the 
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assigned personnel responsible for quality management and the re- 
sources they have at all three levels of the operation. 

The Veterans Health Administration, that is the VHA, is chal- 
lenged to operate an effective quality management program in 
what is one of the largest fmd most complex health care systems 
in existence today. As VHA moves toward ambulatory care and in- 
creased performance accoimtability in its health care system, qual- 
ity management processes also must adapt. VHA has accordingly 
initiated many changes. VHA is developing more medical and qual- 
ity related information systems which have a great potential for 
improving the effectiveness of medical care. These data sources en- 
able managers to continuously monitor and improve the quality of 
medical care, including the prevention and reduction of the adverse 
consequences of poor medicm care. 

In completing this overview of VHA’s quality management pro- 
gram, we gave careful consideration to a number of factors. Of pri- 
mary concern was the conduct of a careful and robust oversight re- 
view while simultaneously remaining alert to the continuing 
changes in the VA’s health care system. This review sought to ac- 
knowledge the most effective VHA changes in structure, process 
and outcomes, and not substitute another approach. If anything, 
our recommendations give sm added impetus to Dr. Kizer to make 
the delivery of optimal quality of medic^ care to veterans the first 
priority in VHA. 

We concluded that the VHA has many reasonable quality man- 
agement policies that are designed to ensure good quality care. 
These policies ensure effective high-quality care at minimal risks, 
only if the clinicians consistently implement them. However, con- 
sistent implementation of policies in VHA has always been, and 
continues to be, a problem. Inconsistent and ineffective policy ad- 
herence, plus any failure to use the latest available information to 
improve systems, render policies ineffective, and create the impres- 
sion that quality management efforts are wasted. VHA managers 
need to actively and seriously address this issue. It is necessary 
that VHA managers who are directly and indirectly responsible for 
delivering health care sOrvices ensure that the clinical and quality 
data are accurate, timely, complete and useful. 

VHA is cxurently working hard to provide health care providers 
and managers with more immediate access to on-line information, 
rather than rel3dng on retrospective data stored in VHA electronic 
archives or files. Data analyses that are based on current and valid 
data could potentially improve many of the present review mecha- 
nisms. Data validation has been a longstanding problem in VHA, 
and continues to require significant management attention before 
it is resolved. 

Additionally, VHA’s continued movement towards a more decen- 
tralized management structure can lead to fragmentation of knowl- 
edge. This potentially compromises the senior field manager’s abil- 
ity to rapidly apply lessons learned from best practices. If a VA 
medical center or network actually identifies and corrects a system 
weakness, it is not clear how other VA medical centers or network 
managers would immediately learn about such improvements. We 
did not identify any single entity in VHA that had the capability 
of disseminating on a timely and system-wide basis all quedity as- 
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surance infonnation, and thus potentially avoid the repetition of 
problems elsewhere. 

We found that Dr. Kizer, over the past several months, has been 
very active in issuing dir^ives which will improve the ability of 
VriA to monitor the delivery of first-rate medical care. He has 
issued a statement of core values, clarified the role and responsibil- 
ities of the Office of the Medical Inspector, re-issued the risk man- 
agement directive, has a directive on patient safety improvement, 
and established two oversight and advisory groups. In particular, 
he has established an overall framework for quality called “The 
Twelve Dimensions for VHA’s Healtli care Quality.” 

In our report, we make nine recommendations, and concluded 
that this twelve dimensions quality framework would be more evi- 
dently and effectively supported and implemented by elevating the 
current Office of Penormance and Qualify to report directly to Dr. 
Kizer. This office would incorporate all key programmatic and 
structural components \mder administrative direction such as 
credentialing, privileging, the patient safety improvement initia- 
tive, and the lessons learned activity. This office would also have 
resimnsibility and in-line authority for education and training, and 
for the lead in developinjg a research agenda in quality assurance. 

We believe this is consistent with the declared intent of Dr. IQzer 
to give signfficantly greater prominence to issues assuring optimal 
quahty medical services in ^^lA. In addition, we concluded tnat he 
needed to strenrthen the role and resources of the Office of Medical 
Inspector, and for it to work coUaboratively with the Office of Per- 
formance and Qualify. Dr. IQzer completely agreed. 

We foimd that VHA’s discontinued annual report on quality as- 
surance, and other similar reports, should be re-instituted. Addi- 
tional publications and guidance that would strengthen the quality 
mana gement program would include trending and reporting a com- 
pilation of all external review finding for facility level managers, 
a qualify manag ement reference guide to standardize processes in 
the field, and guidance for required reporting to external agencies. 
Dr. Kizer agreed with these, at least in prinaple, and several other 
inmortant recommendations. 

Extensive management follow-up will be required by VHA to en- 
sure ffiat ffie recommendations on quality management me effec- 
tively implemented. Moreover, we believe that Dr. Kizer needs to 
ensure that senior managers are explicitly held accountable for the 
effective implementation of all the report’s recommendations in a 
timely manner. 

One final set of observations concern the quality management 
staf^g levels and resources in the networks and in the VA medi- 
ctd centers. Our survey foimd great variations in the staffing. The 
wide ranges in report^ staffing levels need to be analyzed in more 
depth to understand the appropriateness of these staffing vari- 
ations. Dr. Kzer established ne^ork statistical consultants when 
issuing the now-named Patient Safety Improvement Policy nearly 
6 months ago. The requirement for statistical consultants was a 
positive step. However, the system-wide responsibilities and proce- 
dures stiU need to be developed. The actual working relationships 
for the newly established network quality management offices has 
yet to be defined in any detail. 


50-635 98 -2 
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We are developing two follow-up quality management evalua- 
tions which will complement our findings so far. One evaluation of 
quality management will more definitively clarify VHA’s staffing 
patterns, assess the resources available to staff, and determine em- 
ployer authority to make necessary changes. We’ll assess more pre- 
cisely the roles that staff fulfill, and particularly evaluate at the 
network level the roles and cooperation between the quality man- 
agement officer and the statistical consultant. 

'^e other program evaluation will assess the effectiveness and 
utility of external accreditation bodies’ efforts in improving and 
maintaining the quality of patient care. 

In summary, VHA has created a quality management program 
structure with many policies and processes which, if applied con- 
sistently and effectively, would adequately monitor the quality of 
c^e, identify problems in a timely maimer, and assure that correc- 
tive action is taken, thus ensuring patients receive good quality 
care. However, we foimd several areas in VHA’s quality manage- 
ment program and its components which require continuing and 
conscientious management attention. Our overall impression, none- 
theless, is that Dr. Kizer has now placed the issues concerning the 
assurance of first rate quality of care to veterans very close to the 
highest, if not the highest, priority within VHA. 

This completes my oral testimony, Mr. Chairman, and I thank 
you for your kind attention, and I shall be pleased to answer any 
questions here or in writing. 

[The prepared statement of Dr. Mather appears on p. 73.] 

Mr. Stearns. Thank you. Dr. Matiier. Dr. Miller, would you lika 
to give your opening statement? 

STATEMENT OF MS. MILUBR 

Ms. Miller. Yes, tha^ you. Mr. Chairman and members of the 
subcommittee, I appreciate the opportunity to appear today to dis- 
cuss the effectiveness of quality management in VHA, focusing in 
particular on the views of registered professional nurses from the 
field. 

For the past 18 years, NOVA’s legislative priorities have focused 
on ensuring quality of care in VT^. NOVA applauds Under Sec- 
retary for Health, Dr. Keimeth Kizer, for his visionary initiatives 
to improve care. VA registered nurses believe that they give excel- 
leiit patient care, but also believe there’s always room for improve- 
ment. 

I’d like to focus my time this morning, on my 10 recommenda- 
tions that have been included in my written testimony, and then 
be open to dialogue with this group and the subcommittee. 

NOVA has the following recommendations to improve the quality 
of veteran health care: One, remove barriers, restrictions to prac- 
tice based solely on cost of care. Two, develop continuum of care 
benc^^ks to determine srfe patient provider mix. Three, reward 
quality improvement behaviors at all levels of the VHA organiza- 
tional hierarchy. Four, shift priorities from restructuring to focus 
more on process and outcomes measurements as the VA experi- 
ences a flattening out of the organization, shift to product lines, 
and integration of services. Five, develop some constancy in organi- 
zational structure across the 22 VISNs. Six, increase the inter- 
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disciplinary of VHA leadership by removing barriers and restric- 
tions that exist which limit nursing executives, and others from 
leadership positions at the highest levels in VHA management. 
Seven, increase the number of staff devoted to education and re- 
search efforts so that the VA will truly be an employer of choice. 
Eight, adjust managed care “philosophy” to care for fr^ elderly 
and other complex costly populations. Nine, increase nursing execu- 
tive leadership at all levels of the organization. And leistly, ten, de- 
velop initiatives to retain and potentially recruit appropriate quali- 
fied professional musing staff to meet the present and rature needs 
of veteran health care. 

m now be welcoming your questions. 

PIte prepared statement of Ms. Miller appears on p. 84.] 

Mr. Stoarns. Thank you. Dr. Miller. 

Ms. Miller. Thank you. 

Mr. Stearns. When I was thinking about this hearing, I think 
I coined the term, “Where is the beef?” Last year when we had a 
series of hearings and we started talking about these issues with 
Dr. Kizer, he agreed in fact we need to change the culture in VA 
hospitals. And so today we’re here to hear about these changes and 
to determine whetiier some of the things you suggested, or Dr. 
Kizer has suggested, have been implemented. And, as you know, a 
lot of us are concerned about the VA quality of health care. I don’t 
know. Dr. Mather, whetiier you would grade the process “A” 
through “F.” Would you give it a “C” or “C+?” Do you want to ven- 
ture here someti^g to keep this lively? 

Dr. Mather. Mr. Chairman, I feel provoked. [Laughter.] I think 
the VA health care system has the clear potential for providing the 
highest quality of care to all veterans, and I don’t think Dr. luzer, 
or even Dr. Garthwaite, would claim here that, across the boeird, 
this is indeed completely evident. 

Mr. Stearns. Okay, so they don’t have an “A?” 

Dr. Mather. No, and they certainly don’t have an “F.” 

Mr. Stearns. Okay. Okay, so it’s our job, myself and tMs great 
ranking member, to try and push forward here to try and increase, 
in Dr. Kizer’s words, “to improve the culture of the VA hospitals,” 
and to get through all the muckety-muck here and all the “bureau- 
crat-ize,” and to come down to what is actually being done, and see 
if we can take the best of what we have here to see that we’re mov- 
ing forward. 

Dr. Garthwaite, the first question I have to you is about some 
of these steps. I’m concerned that some of the steps that we’ve 
talked about don’t seem to be carefully thought out. What they’re 
doing is just presenting these ideas and saying, “This sounds 
great,” and is mere any follow through? I’m going to give you four 
examples, and I’d like your response on each of these. What is the 
status of the Lessons framed database that was described in l^t 
October's hearing? I mean, what has actually occurred on this? 
TVo, what specincally has the Risk Management Oversight Com- 
mittee accomplished since its establishment last year? Three, why 
are you both spending several hundred of thousands of dollars for 
a consvdtant study on VA quality management, and also establish- 
ing a blue-ribbon quality management advisory panel? Up here in 
Congress, whenever we have some controversy, we establish what’s 
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called a “blue-ribbon adrisory panel” or some caucus or something 
and that pushes it off the headlines, and then nothing ever hap- 
pens. And I guess, four, exactly what will the Quality Management 
Integration Council do, and what has it done so far? 

Now I think what we can do is weVe got about 10 minutes, now 
we can either take a break and let you think about those, and we’d 
come back, or would you want to answer them in the next 4 or 5 
minutes? 

Dr. Garthwaite. I’d be happy to take a crack at it, and 

Mr. Stearns. Okay. 

Dr. Garthwaite (continuing). See what we can talk about in 
that amount of time. The Lessons Learned database exists in a 
couple of different ways. First, it exists in the database about risk 
management in which we attempt to find out about errors and 
learn by reviewing our mistakes. In addition, we would like to 
learn lessons that are near misses, or learn about patient safety 
margins that we can enhance, or just find better ways of thinking 
about doing things. We continue to collect those lessons learned 
and disseminate them to the field. We’ve done eight national calls, 
in which we’ve disseminated lessons to the field. We have an 
intranet database that is available to all VA employees who can 
sign on to the intranet. But, we’re about to promote it as soon as 
we’re sure the software is stable. I think it opens commimications 
so that any nurse, any place in the field who wants to share with 
any other nurse, or put an idea forward, has essentially no bar- 
riers. There are no management layers. I look at the database on 
a regular basis. 

Secondly, if you ask specifically what kind of things that we 
found out by approaching and looking at quality, and what sort of 
actions have we taken, I think there are many and they continue 
to occur. We learned that when we’d hire a contractor to change 
oxygen, we can’t rely totally on them to use a clean hose, and so 
we’ve changed how we hire contractors, and the specificity in which 
we write the contracts. We’ve learned that if we put concentrated 
potassium chloride on the wards, occasionally people mistake that 
vial, because health care is not designed for safety, for other medi- 
cations. So we’ve taken all concentrated potassium chloride out of 
the wards across the United States. In fact, the Joint Commission 
just warned private hospitals to do that. We had done that several 
months prior to their warning. 

We have implemented needle stick prevention programs across 
the United States because of the frequency of neecUe sticks for our 
employees. We have noticed that as we’ve looked at sentinel events 
that suicide is not an imcommon occurrence in our medical centers. 
It’s not an tmcommon occurrence in any facilities that deal with a 
lot of psychiatrically ill patients. However, struck by the number 
of suicides, we’ve convened a summit on suicide to bring the best 
minds together later this year. 

But the goal is to look afresh at other things that we could re- 
think that would improve quality. We’ve changed patient identifica- 
tion procedures based on, what 1 would consider, a near miss epi- 
sode. Veterans are older, the 5 ^re hard of hearing, they don’t read 
as well, and they might even be a bit confiised at times, and we 
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need to intensify our efforts to make sure that our patient identi- 
fication is correct. 

We found out that when you drop Zippo lighters, they are popu- 
lar because they don’t go out in the wind, well, they don’t go out 
on your lap either. One patient burned himself when he was smok- 
ing because he dropped his Zippo lighter and it did not go out. And 
we’ve taken Zippo fighters away from patients to the extent that 
it is humanly possible, and made sture tne^re not sold in our medi- 
cal centers. 

We’ve found that its possible to confuse units of blood, and in the 
next couple of months we will use bar-coding on all the units of 
blood that are transfused in VA hospitals. And we’re in the assess- 
ment phase of understanding what oar-coding can do for us in re- 
ducing medication errors. 

The third thing you asked is why do we ask consultants. We ask 
consultants for the reason you didn’t ask me whether we got an “A” 
through an “F” on our health care delivery. You ask somebody who 
is considered to be less biased. Also, I believe, that we can learn 
from people who do system quality for a living, and we’ve tried to 
find people who do it well. The only reason we asked the consult- 
ants firom Abt Associates to continue is because we thought we got 

f :ood advice from Hiem in their Office of Medical Inspector report, 
t made sense. They seemed to be bringing something new to the 
table. Otherwise, I think we wouldn’t have asked for more of their 
advice. In the case of the outside experts that we’ve asked to be on 
the Advisory Panel, they’re the best in the country. And I think you 
can always learn someuiing from the best in the coimtry. 

With regards to the Qumify Management Improvement Coimcil, 
I’ll say we’ve only really had one meeting. There’s an agenda for 
the next meeting, and we’ll be glad to come back and e^lain what 
we’re able to accomplish with that committee as we get into it. 

Mr. Stearns. I’m going to recess the committee momentarily. 
We’ve got two votes and I^ be right back, and I want to also allow 
all members and staff to submit questions for the record. So or- 
dered, and with that we’ll acyoum. 

[Recess.] 

The House subcommittee will reconvene. And I think you had 
finished. Dr. Garthwaite. 

Dr. Garthwaite. Just barely under the wire, 
kfr. Stearns. Okay, let me ask you a couple of questions and just 
see if you can give me an answer, yes or no. I know this is a httle 
difficult. Am I correct in imderstanding that the VHA has spent, 
or wiU ultimately spend about $200 million to acquire software to 
implement an automatic decision support system? It’s a big com- 
puter ^stem, the TSI. 

Dr. Garthwaite. The decision support system? 

Mr. Stearns. Yes. Is that true that you 

Dr. Garthwaite. I can get you the exact dollars. It’s a large 
amount of money. 

Mr. Stearns. So it might be, okay. And VA had substantially im- 
plemented and trained site teams in using this new system at 80 
VA medical centers? I’m trying to help you here, I mean. 

Dr. Garthwaite. It sounds uke a reasonable number 

Mr. Stearns. If you don’t know about it, you better 
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[Laughter.] 

Dr. Garthwaite (continuing). So the answer is 

Mr. Stearns (continuing). Check into it because this is supposed 
to be part of your quality assurance program. 

Dr. Garthwaite. Okay, yes, right, yes, yes. 

Mr. Stearns. I’m told that institutions like the Mayo Clinic and 
the Cleveland Clinic use the same application which came with the 
system. 

Dr. Garthwaite. Yes, a lot of large health care systems use 
TSI’s product. 

Mr. Stearns. Then I guess our question is, you know, why 
haven’t we implemented a system like that as a quality manage- 
ment tool just in general? 

Dr. Garthwaite. My understanding, sir, is that what we’re im- 
plementing is really about costing and it will give some information 
that could help in understanding some quality issues. They have 
o&er modules which the^re interested in selling us that could ad- 
dress quality, and we’re in the process of looking at the next phase 
of evolution of our computerized patient records. And we have a 
memorandum of imderstanding with the Department of Defense 
and Louisiana State University Health Service to develop a govern- 
ment computerized record that allows sort of seamless transition. 
We also believe that we will not develop that in-house since we’re 
really not a software firm. And so our goal is to look at the best 
solution for the long-term computerized record for patients. 

Mr. Stearns. Dr. Miller, you heard my opening comments about 
“Where’s tiie beef?” and you know what’s happening here to change 
the cultime. I wanted you also to maybe respond to the four ques- 
tions that I had asked previously. Just get maybe your perspective 
on Lessons Learned database, the Risk Management Oversight 
Committee, what’s its accomplishments, maybe your idea about the 
consultants, if you think the^re worthwhile, and, you know, ex- 
actly what the Quality Management Integration Coimcil has, you 
know, the nurses organizations of the Veterans Affairs, you know, 
how are they interfacing? 

Ms. Miller. The Lessons Learned database, I think that would 
be very helpful. I know that Dr. Garthwaite and Dr. Kizer have 
written, published some of those in various journals, and I think 
that that kind of data is very helpful for those of us in the field 
who learn from error. We all learn from making mistakes, and 
growing from that, and sharing it with others, so that we don’t 
have to repeat the same error across the system. I think that hav- 
ing that on our computer database, having access to that, access 
to Dr. Garthwaite, and the risk management professionals in VHA 
would be probably a good thing so that if I have an identified defi- 
cit or problem, I can work that up at my — at the team level, and 
up the organizational hierarchy, and aggregate data, looking at 
similar problems can be looked at across the system. And right now 
our computerized database is a very wonderfiil asset to the VA 
health care system, and that the data is there, it just has to be ap- 
plied and utilized properly. 

And I think that’s where the — ^your last question comes in, what 
is the utilizing the everts. Certainly, as a professional nurse, I’m 
not an expert in quality management, although I have participated 
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in quality management in my complete VA career. However, hav- 
ing the expertise of someone that does know what is a good appli- 
cation, for example, what are other hospitals doing, what kind of 
problems are commonly generated in similar hospitals, and utiliz- 
ing that aggregate data to look at ways to improve VHA. That’s 
really what we need. 

My knowledge of the Quahty Management Council, I know. Dr. 
Kizer is head of it. That’s about all I know. I think that’s a rel- 
atively new development this year. Prior to that I really can’t 
speak to that. 

Having a risk management oversight group at any facility, or 
any level of the organization is very important, but the front-line 

{ )roviders to have access to the process of reporting and seeing fol- 
ow-through, I t hink that’s the most important issue, that if I’m a 
remstered nurse on a patient care unit, and I identify a problem, 
I think the deficit now is that, sometimes that nurse or that person 
is not being heard, and they don’t see an outcome resolution of that 

S roblem, and that problem, whatever the problem is, probably is 
appening in other v A hospitals across the system. And that’s the 
kin d of aggregate data that we need to look at as a system. Maybe, 
you know, maybe this is happening in 50 percent of our facilities, 
and we could easily look at that, track it, improve it, and make the 
VA a leader in health care. 

Mr. Stearns. After a highly publicized detailed investigation of 

a ualify care at the Castle Point and Montrose VA medical centers, 
ie Medical Inspector made 158 recommendations, and identified 
13 lessons learned. What lessons have other VA medical centers 
and networks learned from their investigation, and, how has this 
actually affected and changed the system? Have you seen all those 
158 recommendations? 

Dr. Garthwaite. Sure. 

Mr. Stearns. And you could detail for me the 13 lessons learned 
this morning? 

Dr. Garthwaite. With some prompting we could work through 
it. Dr. McManus, who is the Medical Inspector, is with us today. 
If you’d like, I’d let him comment. I’d be happy to comment, some 
of these are specific to the local area, and some of them are gener- 
alizable to the system. 

Mr. Stearns. Well, it’s so easy to make recommendations. 

Dr. Garthwaite. Right. 

Mr. Stearns. You know, have these recommendations been im- 
plemented? Have we learned from these lessons? And have they 
been distributed among all the VA centers? And this is a critical 
aspect about what we’re talking about this mo rning . Maybe Dr. — 
you or Dr. McManus could comment on that. 

Dr. Garthwaite. Let me just sav before he comments. We have 
a long history. I’ve been in the VA 24 years, and we have a long 
history of taUng manv events, and making a policy or directive and 
sending that out. And then as you suggest, maybe it doesn’t really 
get incorporated in every day practice. So if we do this for every 
lesson that’s possible to learn, the VA manuals which already take 
up a full bookshelf, would take up several bookshelves. 

The key is, we believe, in addition to appropriate education of in- 
dividuals, that we must design systems that don’t require training 
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of every new employee on a 1,000 different new procedures, and a 
1,000 different possibilities of things to go wrong. Ultimately, 
human beings will be fallible. They will not be perfectly educated. 
And it’s true in any industry you want to look at. What is lacking 
in health care because it used to be a patient and a doctor, or a 
patient and another professional, sitting down in a room together — 
is the system aspect of it. And the systems have to be built smart- 
er. There have to be consistently colored stoppers on medications 
that must be diluted. There have to be pills that don’t look like 
each other, or if they’re dangerous, they have a specific appearance. 
That whole engineering into he^th care needs to happen. And 
we’re very encouraged by our Patient Safety Committee from the 
American Health Association and others. 

Mr. Stearns. Let me just interrupt you for a second. Let me just 
get down to the brass tacks that we got involved with, the under- 
reporting of adverse incidents. Dr. Kizer acknowledged last October 
that VA medical centers substantially underreport adverse inci- 
dents. And we brought this up. He believes that, you know, we’re 
going to change the culture. Have you audited or otherwise vali- 
dated the data that show huge jumps in certain performance meas- 
ures over just one year, and how do you ensure tiiat your managers 
aren’t, you know, changing, massaging this data to ensure good re- 
sults? Because that’s what we’re concerned about. I mean, this is 
very crucial. Dr. Wilson. 

Dr. Garthwaite. Dr. Wilson. 

Dr. Wilson. We have done some auditing of the performance 
measures. However, due to our own internal lack of resources, we 
have not been able to go out to the field and do as extensive audits 
as we would like. Where audits have occurred, the data do seem 
to be valid. There are a number of innovative systems, that have 
been put in place. For example, one of our performance 

Mr. Stearns. Go ahead, well, I mean, he could be up here in 
Washington and get all this imaudited information that shows that 
they are doing great, and he could come up here and tell me all 
these wonderml things, but the point of the question is, there has 
been imderreporting. There appears to be some question of these 
performance measures being accurate, and yet you’re saying that 
you haven’t been able to corroborate that the information you’re 
getting today is substantially correct? 

Dr. Wilson. The performance measures that are collected by ex- 
ternal chart review such as the Chronic Disease Care Index and 
the Prevention Index, undergo audit by our contractor. 'They go 
back out and validate the collection of the information, and do 
studies on the reliability of the hospital abstractors who are collect- 
ing that information. The imderreporting of adverse events is 
something that we have not looked at. We recognize that adverse 
events are underreported. We are pleased that in reviewing the re- 
sults from every network, that networks are calling in more ad- 
verse events than they did historically. I am sure that there is still 
more to leeun. The recent committee on system redesign met, and 
Dr. Billings, who created the Aviation Safety Reporting System, 
showed us information that, when they first implemented their re- 
porting system, they got 5,000 reports, and now 20 years later 
they’re getting 33,000 reports per year. So I’m assuming we have 
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a ways to go in terms of our underreporting, but we in 6 months 
are at least gratified that we are taking small steps forward. 

Dr. Garthwaite. I would also say that we have had conversa- 
tions with Dr. Mather’s bosses in the Inspector General’s Office. 
We believe we are driving this system on performance data, which 
includes quality perfonnance data, and that, we believe, if we’re 
going to make good decisions then we must be able to rely totally 
on mose results. We have asked them to help us verify and vali- 
date data as well. 

Mr. Stearns. Dr. McManus, is there anything you would wish to 
add to this? 

Dr. McManus. Yes, Mr. Chairman, thank you. As Dr. 
Garthwaite pointed out. I’m a member of the Patient Safety Im- 
provement Oversight Committee, and when these adverse events 
are reported to this committee, we are part of the reviewing team 
that looks at how well the facilities reviewed the adverse event and 
what they intend to do to prevent it from happening in the fiature. 
You’re right, there is a weak link here which has to be addressed 
either by some outside (external) visitor, or by another mechanism 
to determine whether facilities actually have implemented the les- 
sons learned, or not. 

As Dr. Garthwaite pointed out, the process is evolving. In the 
past, many of the policies and procedures that are appUcable to pa- 
tient care, have grown out of an adverse event. For example, how 
to prevent patients from getting the wrong medication, how to pre- 
vent patients fi-om falling, even how to prevent patients fix)m tak- 
ing their own life. There are already policies and procedures in 
place, but as Dr. Leape has pointed out,' somewhere between 6 
percent and 15 percent of patients have an adverse event while 
they are in the hospital. This is something that we have to care- 
fiUly look at. 

Mr. Stearns. Dr. Wilson, you’re saying you don’t have the funds 
to get out and corroborate or inspect to make sure that these re- 
ports are accurate, is that what I heard you say? 

Dr. Wilson. We do not have the resources to go out and do site 
visit random audits as extensively as I would hke. I had my staff 
go out and do site visits to audit all self-reported data that had 
been reported in fiscal year 1997. In fiscal year 1998, we have not 
yet had staff go out and do another level of independent auditing 
of all performance measures. I would add that there is ongoing 
data validation, however, of the input at the field level for all of 
file information that we use to monitor health care that goes into 
our electronic database. 

Mr. Stearns. By whom? Who does that at the site? 

Dr. Wilson. At the site, the people, the fi-ont-line workers who 
are actually entering the information. 

Mr. Stearns. But don’t they report to the administrator of the 
hospital? I mean, you don’t have anybody on site to validate? 

Dr. Wilson. No, I do not. 

Mr. Stearns. Well, in any corporation, if they have subsidiaries, 
they send an audit team out to look at them, .^d you cannot take 
everythtog that comes from a corporation subsidiary without some 
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kind of corroboration. So you need that in place. So I urge you to 
do that, and I don’t know what we as a committee could do except 
make it a higher priority here to get you the funding? 

Dr. Wilson. Yes, sir. 

Dr. Garthwaite. Mr. Chairman, there are several auditors that 
go out to our facilities: the Gener^ Accoimting Office will go out, 
the Inspector General will go out and look. There is a line drawn 
between funding for MAMOE, or headquarters funding, and field 
funding; so that if you want someone within the Veterans Health 
Administration to do a centralized review and audit function, we’re 
limited by law in that. While we can move more money into the 
Office of the Medical Inimector, and are actually attempting to do 
that, our overall MAMOE staffing has gone from 800 3 years ago, 
to about 530. As we’ve gone through that pain^ downsizing proc- 
ess, it’s not been simple to firee up additional slots for the MI and 
quality management as quickly as we would like to do. 

Mr. Stearns. Let me just switch gears here and talk a little bit 
about the Gulf War illness. Is there a person dealing with quality 
management for the Gulf War illness? You know, specifically look- 
ing at that within this program? 

Dr. Garthwaite. Well, I think Dr. Mvuqjhy and Dr. [Susan] 
Mather see it as their prime responsibility to improve quality for 
Gulf War veterans. WeVe had several meetings with Dr. Wilson 
looking at her data sets to specifically pull out Gulf War veterans 
in terms of their symptoms or function^ status, and their satisfac- 
tion with care. Our first Lessons Learned national teleconference 
was on improving the care and satisfaction of care of Gifif War vet- 
erans. In fact, the lesson we learned was that one of our medical 
centers trained and assigned specific primary care physicians to pa- 
tients with Gulf War illnesses and it resulted in much higher pa- 
tient satisfaction. We’ve replicated that in a variety of other medi- 
cal centers with some improvement. It’s hard to tease out into one 
individual’s responsibility, but I think my answer to your question 
is that it is a continuing concern, and everyone is involved, and 
we’ve targeted that group for specific scrutiny. 

Mr. Stearns. So, Dr. Wilson, if I checked into a hospital in the 
VA in Gainesville, and I had complaints about Gulf War illness, 
would you have in place a way to track that dealing at tiiat hos- 

K ital, and then make suggestions for improvement in sharing what 
appened to me at that hospital with all the hospitals, 172 hos- 
pitals in the Nation, do you have that in place? 

Dr. Wilson. Yes, as a component of our patient advocacy pro- 
gram, we have a complaint and compliment tracking system. One 
of the enhancements that we made to that complaint tracking sys- 
tem was our ability to not simply flag the patient as a Gulf War 
veteran, but to differentiate concerns of deployed Gulf War veter- 
ans, from non-deployed Gulf War veterans. That information is re- 
viewed by the service evaluation and action team at the network 
level, and then submitted centrally to Dr. Murphy. She’s shared 
those reports with me as well on a quarterly basis. 

Mr. Stearns. We had a hearing here in which we had the ad- 
ministrator of the Miami Hospital, and he said he hired a doctor 
who had failed the Florida medical exam, four, five, eight, I don’t 
know how many times it was. It was just imbelievable. So the 
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question came back to him, “Well, why did you hire him?” He said 
well I had to hire him because I feared that we would be sued be- 
cause he would claim that he failed because of anxiety. And with 
that in mind, in his investigation in New York last year, the MI 
concluded, among other thmgs, that the medical staff failed to 
carry out a suitable credentiaung privilege function. The Inspector 
General cites non-compliance in this area as a system-wide prob- 
lem requiring attention. And so my question is, you know, what’s 
going to change here? 

Dr. Garthwaite. I think several things are in the works, and 
have been in the works. My suspicion is that it’s less a system-wide 
problem, perhaps, than in those medical centers pointed out by the 
MI based on my own personal experience in one mjqor VA medical 
center, being president of the VA chiefs of staff, and knowing the 
effort that was put into improving credentialing. 

Mr. Stearns. So, excuse me, then you disagree with the 

Dr. Garthwaite. I’m just saying that I, I think to say that it’s 
a system-wide problem in every medical center, is probably inac- 
curate, but let me teU you what we’re doing in a positive way to 
address it, because I do think that credennaUng of practitioners 
nationally could be done better, and it’s enormously inefficient 
today. About 8 to 10 months ago, we detailed a VA employee to the 
Department of Health and Human Services to develop a centralized 
ph 3 r 8 ician or provider credentialing database at the national practi- 
tioner database. The national practitioner database files includes 
every practitioner in the United States. Over the next few months, 
and the contractors are fairly far along in writing the code to allow 
this to happen, we anticipate that we will have a centralized pri- 
mary source of verified information on every practitioner in the vA 
system. It will take us a while to feed the data in. That’s the first 
phase. I call it “the silver standard.” If you move to the gold stand- 
ard, every piece of information in that database is fed in by the pri- 
mal authority, the state licensing board, the credentialing author- 
ity, the medical school, or wherever it was that the individual ac- 
quired a credential. I call it “the gold standard,” because there’s no 
cnance for compromised data because the data is fed directly. They 
can do it once. They cem do it well. It can be done, I believe, 
electronically. 

The final piece that needs to be nailed down, that we also have 
included in our statement of work, is that identification of the indi- 
vidual needs to happen. We don’t know whether the best method 
is a thTunbprint, retinal scan, a fingerprint, or something else. But 
we believe that in the beginning, probably part one of your national 
boards, you present evidence of who you are including an identi- 
fication com^nent. Once all things are tied together it becomes a 
fail safe system. The system doesn’t have that many failures, but 
it should not have any failures. And we believe we’re going to in- 
vent a system that has no failures. 

The fmal piece is that we have agreed with the national practi- 
tioner data bank that the software we develop, which will allow us 
to do a better job, will also allow the Deparhnent of Defense, and 
other Federal providers to do a better job and it is entirely general- 
izable to the population at large. So that instead of being 
credentialed inefficiently and incompletely 16 times, as most pro- 
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yiders in the United States are as they join different health plans, 
it could be done once right, and we could put our efforts into a 
more constructive evaluation of care. 

Mr. Stearns. I think that’s a key task for you. I’m surprised it 
hasn’t been done a long time ago, aren’t you? 

Dr. Garthwaite. Well, when I was in Milwaixkee, we did it for 
the entire city. 

Mr. Stearns. 'That’s right. 

Dr. Garthwaite. But now I’m at a national level, we’re trying 
to do it for the entire VA system. We’ll see what we can do. 

Mr. Stearns. What about the privileging issue, that’s that the 
doctor is able to do the kind of practice he’s assigned? 

Dr. Garthwaite. Well, I think the first step is to match your 
qualifications, what you have been trained and certified to do, with 
what you’re actually doing in a hospital. For the most part, I think 
that gets done reasonably well. 'The nurse checks the assigned 
privileges versus the surgery being done that day, it’s a human 
process. So although we have processes to try to make sure that 
happens, that’s subject to training everyone and getting them to do 
that on a regular routine basis. 

The hard part, which I don’t think any health care organization 
has solved totally, is how do you demonstrate current clinical com- 
petence in a given area. Part of VA’s problem is that we have part- 
time ph 3 rsicians, so a part of the practice is at the VA, but most 
of their practice is across the street at the university. Private sec- 
tor hospitals have been reluctant to share quality assurance data 
especially negative outcomes, with us. So that we would have to 
then accumulate enough experience based on their VA work wi^ 
a given practitioner to really understand whether they are cur- 
rently clinically competent. So there’s still some very significant 
challenges in that privileging aspect. 

Mr. Stearns. Dr. Mafher, is there anything you’d like to contrib- 
ute before we complete? 

Dr. Mather. Just a couple of thoughts. I think the issue that you 
and Dr. Garthwaite’s raised, about cultural change is a very impor- 
tant issue to keep before us all. The issue of underreporting of ad- 
verse events that you alluded to is not a simple matter of saying, 
“Now, do it.” It is a matter also of individuals in the health care 
system feeling that there’s a certain amount of confidence that 
those events reported will be followed through on. There’s a sense 
that they should have, I think, a level of confidentiality with a less 
punitive attitude to actually reporting such events. 'lius I think is 
a very difficult commdrum for the Veterans Health Administration 
to deal with. On the one hand, there are individuals VHA would 
want to come forth and report quite voluntarily and freely that 
something adverse has happened. But traditionally there’s been a 
sense that that’s alright but individual culpability seems to pres- 
ently override any systems that VHA might want to change. I 
think this is a cultural thing that has to be overcome. I think we 
could be back here in 6 months, sir, euid you could be asking the 
same question. “How do we know all the errors have been re- 
ported?”, and potentially the answer could still be, “Well, we still 
don’t know if ^1 the errors are being reported.” 
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Some way has to be devised so that individuals not only come 
forth with mose errors, but they have to have some assurance that, 
as they report on the full magnitude of them, and the seriousness 
of others, that, unless there’s the potential in certain situations for 
criminal negligence then there should be a way in which they can 
feel assured that in coming forth with information that is worth- 
while, it is going to improve the whole system. 

If there’s any criticism of VHA we had in oiu: report, it was that 
there’s a lot to be learned, and that this information needs to be 
disseminated across the whole system as quickly as possible. Then, 
the same error may not be repeated in the next facility, tomorrow. 
There needs to be a mechanism of showing that information gets 
back, it’s rolled up, it’s trended, it goes back in the system and 
there truly are lessons learned that result in changes of behaviors, 
and that people are alert to what might be problems. 

Mr. Stearns. Okay, anyone else that woiild like to— yes sir. 

Dr. McManus. I might add that the Director of VISN 3 was 
asked by Dr. Kizer to present lessons learned from the Castle 
Point/Montrose situation at the Board of VISN Directors’ meeting 
last month, and there were numerous questions about that. The 
Medical Inspector also recommended that the VISN 3 Director 
share with the other medical facilities those recommendations 
which he felt were generic, and not specific to Castle Point and 
Montrose. 

I might also say that at the end of February, the Medical Inspec- 
tor’s Office received an action plan from Castle Point and Montrose 
that addressed each one of the 158 recommendations. This office is 
now in the process of evaluating those actions. Some of them won’t 
be fulfilled for 6 to 12 months, but we intend to follow these. 

Mr. Stearns. Let me throw Dr. Mather just a curve here. 
[Laughter.] You know, in private practice when they have incom- 
petence, or they have people that appear to have made some seri- 
ous errors that thev take steps — does the VA hospital suffer fi:om 
a culture that people say, “Well, I can’t be fired, I can’t be let go’7 
Is there a mechemism within the VA for remedial corrective meas- 
ure here so that once we find the problem, we can actually make 
some steps and correct the steps? I’d like your honest opinion on 
that because if everybody’s reporting and everythin^s doing good 
and you find somebody that’s incompetent that’s doing something 
bad, you’ve got to be able to do something — and in the private sec- 
tor — can you do this in these VA hospitals with a certain con- 
fidence level? 

Dr. Mather. Mr. Chairman, I think the simple answer to that 
question is yes. There are some very clear prescriptive administra- 
tive mechanisms for those situations. There are £^o requirements 
for reporting to appropriate professional boards that level of incom- 
petence, so we don’t nave the same thing translated elsewhere to 
the private sector or other government systems. 

I think it’s very clear now that, in certain circumstances, and in- 
deed the patient safety improvement directive lays it out. If you 
have suspicions of potential criminEd activity, these are what you 
need to do, and so I think at this point in t^e. It’s the old story, 
there are good policies, we need to ensure that they are complied 
with and followed. And I think the VISN network directors have 
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a clear responsibility in this regard in this decentralized system to 
ensure that these things are being done. 

Mr. Stearns. And you think within this system, the VA system, 
there is a procedure and mechanism to isolate, correct, and, if nec- 
essary, to take m^or steps to change it? 

Dr. IV^THER. Again, I think the simple answer is yes. I think we 
could discuss a number of examples, and we could dwell on some 
fairly egregious examples. Where there has been an attempt to 
cover up a very serious situation, when that has been revealed the 
agency and VHA in particular, has been able to take definitive ac- 
tion because it had the force of the regulations, or other authorities 
bac^g them to take action. Sometimes it’s a matter of the will to 
do it, and to have a sense that when I have the will to do it. I’m 
going to be backed up all the way along the line. And I hear, at 
this point in time, at least in the brief discussions I’ve had with 
Dr. mzer, there is a will to make sure that these kinds of things 
are done. If there are foimd to be adverse events, we need to look 
at two things: One, the individual, and two what it is that led to 
the circumstances of this adverse event. If it was less than inad- 
vertent and it was egregious, something needs to be done, and are 
there administrative mechanisms to approach the individual issue. 
Again, it gets to the previous issue, you can have good policy, but 
you have to apply the policy systematically, conscientiously and 
appropriately. 

Mr. Stearns. I don’t have the figures at the tip of my finger 
about instances in which the VA has been sued, has to pay out mil- 
Uons of dollars in court fees because of malpractice, and obviously 
it’s true in the private sector too. We’ve had testimony from an in- 
dividual who said — comparing the VA and the commercial, but in 
the commercial side, or shall we say, the private sector hospital, 
the culture is obviously, I think a little different than in the VA 
which is a government-run institution, so I just want to make sure 
that we have, when it’s so crucial to our veterans to protect them, 
that we have a mechanism that if we find egregious or criminal be- 
havior, that there are steps allowed to change that. 

Dr. Mather. Mr. Chairman, I can add to that. I think there’s an 
adage that “An ounce of prevention is worth a potmd of cure.” I do 
believe that the VHA systems that are being put in place have an 
emphasis on prevention, and while we will never I think in any 
health care system be able to eliminate the obvious egregious er- 
rors, one wotdd hope that the systems first of all, do all they can 
to prevent them, and secondly, when they do, there’s an immediate 
action taken to rectify, if possible, the situation. 

Mr. Stearns. Okay, anything you might want to add, or any- 
thing you think this committee should be concerned in that area 
to help you? 

Dr. Garthwaite. Sure. I get to sign off on the final disciplinary 
appeals boards, so I know on a regular basis that we are taking 
actions against practitioners in the VA health care system because 
often they disagree with our action, and request a disciplinary ap- 
peals board hearing. And so that’s my job, along with some other 
professionfds to assure that the proper procedures and data were 
followed. So I know that does occur. I see at least two a month of 
those kind of cases. In fact, it’s enough concern to me that on Tues- 
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day this week, I went out of my way to fly down to a meeting of 
new Disciplinary Appeals Board examiners to give them our per- 
spective on how important I thought their task was. 

A second piece that I think is important, because it has been 
raised in the public forum previously, is the question about how 
often we report to the National Practitioner databank when we 
have a pay-out. When you sue someone in the private sector, you 
sue someone. When you are someone in the YA, you sue the gov- 
ernment. And so we have to have a procedure in which we make 
that determination. A couple of years ago, we were asked whether 
or not our procedure was effective and fair. And as we heard the 
concerns the GAO at the time had, it was immediately obvious to 
me that it was impossible to ask VA physiciems to rule on their 
fnends and their colleagues. 

And so about a year and a half ago, we began using outside clini- 
cians to do a peer review on the cases that we settle. We’ve had 
nine outside panels, 108 cases. We reported 36, or one-third of indi- 
viduals were felt imder peer review to be reportable. They also 
found that a few of the cases they think may have been winnable. 
We’re working with our general counsel to get a better clinical 
input into some of the cases. But I t hink the bottom line is we’ve 
improved significantly from about 5 percent to 33 percent. Not that 
our goal is to report our cliniciems, our goal is to appropriately pro- 
tect the public, and appropriately provide health practitioners with 
their due process as well. And I think we’ve instituted a process 
that seems quite reasonable in that regard. 

Mr. Stearns. Well, I thank you veiy much for your participation 
this morning. I think it’s helpfrl. And let me encourage all of you. 
We have confidence in you. We look to you for solving these prob- 
lems, because we’re sort of an oversight trying to get a feel and, 
you know, obviously we have a lot on our plate from day to day. 
But, your experience in Milwaukee, and you’ve got great reputa- 
tions, so now when you go back to jrour office and you sit down, 
I mean the name of the game is to improve it. And your coming 
up here to be forthright and tell us and let us know what we can 
do in a bipartisan fashion. So thanks very much. 

Dr. Garthwaite. Thank you. 

Mr. Stearns. And of course the Minority will be asking ques- 
tions that theyTl submit that we hope you’ll take the time to an- 
swer qxiickly. 

Dr. Garthwaite. Pleased to. 

Mr. Stearns. With that, the subcommittee is adjourned. 

[Whereupon, at 11:55 a.m., the subcommittee adjourned subject 
to the call of the chair.] 
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Prepared statement of Hon. Lane Evans 

Thank you, Mr. Chairman. I am pleaaed to be here today to revisit the issue of 
quality management in the Veterans Health Administration with our expert wit- 
nesses. I know there has been a great deal of activity since this Subcommittee met 
last October to discuss VHA’s Risk Management Initiative. I believe that it is to 
VHA’s credit that thty are looking at new and innovative ways of defining and 
measuring quality. While I am somewhat concerned that VHA Headquarters has 
given the field tM much control over developing their own swtems for assuring 
quality, I have no doubt that Headquarters’ comnutment to quality assurance is sin- 
cere. It is Congress’s job, however, to be responsive to the criticism we hear fiwm 
both internal and external sources. When we hear that the VA’s Medical Inspector 
found that 20 percent of the care delivered at Castle Point and Montrose VA medi- 
cal centers was, at best marginal, we need to be concerned and to find out what 
went wrong and how best to prevent it firom happening again. 

What we hear seems to inoicate that Headquarters must do more to support “tra- 
ditional” quality management activities and to ensure consistent application of prac- 
tice standards throiuhout the swtem. When the House Veterans Affairs Committee 
first heard VHA’s “^ion” to decentralize management, it described Headquarters 
role as “to steer, not to row” by providing policy guidance fivm the Ughest level and 
providing its field with the tools it needed to do its job. While Headquarters seems 
to be identifying the broad goals for its field managers, often it appears that the 
field is not following the intent of its guidance and no one is calling them on it I 
am not convinced that there is enough “steering” going on. This Committee seems 
to agree that Headquarters needs more resoiuces to ensure that it can develop effec- 
tive polity and momtor its implementation in the field. Yesterday, we agreed to add 
$2 million to the Administration’s funding request for VA’s Medical and Miscellane- 
ous Operating Expense account to adequately provide for these activities. We are 
also supporting the $300 million requested by the Administration for research and 
hope tiiat some of this funding can be used for health services research investigating 
the development of effective measures of quality. 

At the Headquarters level, VA has been responsive to much of the criticism of its 
quality programs. It has made strides to employ performance measures, and it has 
increased ite efforts to become accredited by external review boards that assess the 
full spectrum of health services bevond hospital care. These programs make VA a 
more accountable health care provider, but I think VA is too reliant on these process 
measvues to provide them with the total picture of quality, when they really only 
paint that picture with the broadest of strcikes. Nowhere in the health care industry 
are performance measures yet so evolved that we can rely on even the best of them 
to ^ us everything we want to convey to veterans and others about quality. In ad- 
dition, performance measures are only as good as the data sources which feM them. 
How reliable and comparable these sources are seems to be questionable. In the 
past, we have also heard firom VA that even when data, such as the adverse events 
regis^, is collected it is not always systematically reviewed, nor does it necessarily 
contain the right sort of data. 

When it comes to patient safety in VA medical centers, I believe that Head- 
quarters must be able to ensure, through monitoring and enforcement mechanisms, 
consistent application of its guidance. To this end, VA has directed all networks to 
appoint a ^aUty Mananment Officer which I strongly support. Left to tire field’s 
discretion this was simply not happening. Headquarters must ensure that the field 
has the infrastructure m place to ensure consistent application of policdes and the 
systems to collect reliable and comparable data. Rewarding high-quality perform- 
ance and creating a culture of total quality management is important, but so too 
is the assurance that the systems are in place to assess standard application of 
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quality practices. There will always be instances where human error causes unan- 
ticipated harm to patients. When bad things happen, it is important that they be 
reported quicUy and that VHA understanch what went wrong and why. Learning 
to address mistakes from a systemic perspective requires a certain toleranc* for 
human error. VHA must have some standardized means of getting to this total equal- 
ity mana^ment approach. I believe Headquarters must establish at least a minimal 
framework for the field and ensure that it is operating effectively to ensure active 
quality management. 

Thank you, Mr. Chairman. This concludes my statement. 


Prepared statement of Hon. Helen Chenoweth 

Thank you, Mr. Chairman, for holding this hearing today. I look forward to hear- 
ing from today’s witnesses on how we might work to improve the quality of health 
care for our nation’s veterans. The Veterans Health Administration has been a valu- 
able commodity in this work, and am hopeful that today’s hearing will help give 
those of us on the Veterans Committee some insight as to how we might be able 
to help the VHA to provide better care for our veterans. 

As our veterans population ages, the issue of health care grows more and more 
important. It is important that we in Congress as well as the VHA keep our options 
open regarding new methods of providing health care. At the same time, we must 
(xmtinue the efforts that we have made to maintain high standards for care. Our 
veterans deserve the best that we have to offer, as they offered the best years of 
their lives for our country. Let us keep that in mind as we listen to the testimony 
today 

Again, thank you Mr. Chairman, and I look forward to the testimony today. 
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SUMMARY 


The quality of health care can be precisely defined and measured with a degree of 
scientific accuracy comparable to that of most measures used in clinical medicine. A growing 
body of rigorously done research has documented serious and widespread quality problems in 
American medicine. 

Very large numbers of Americans are harmed by exposure to the risks of health services 
from which they carmot benefit. Equally large numbers of Americans fail to receive hetilth 
services that save lives and prevent disability. More are injured when avoidable complications of 
health care are not prevented. Quality of care is the problem, not managed cate. These problems 
occur in small and large communities in all parts of the country with about equal frequency in 
managed and fee-for-service systems of care. 

Exemplary measures of quality can be and are being used in improvement efforts that 
result in better health outcomes for patients. Such efforts, however, are rare. Improving quality 
requires a far more systematic and concerted effort than we are presently making. Realizing the 
most value in improved health from our investment in health care requires a major overhaul of 
how we deliver health services, educate and train clinicians, and assess and improve quality of 
care. While these tasks will be complex and difficult, the challenges we must meet to improve 
quality of care are simple: 

1 . Always to deliver effective care. 

2. Always to avoid providing ineffective services. 

3. To eliminate preventable complications of health care services. 
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QUALITY MANAGEMENT IN HEALTH CARE SYSTEMS 


“Like Beauty, quality of care is in the eye of the beholder. 

It can’t be defined or measured.” 

“Quality of care is like the weather; everyone talks about it, 
but you can’t do anything about it.” 

Both of these statements are often heard in discussions about health care quality, and both 
couldn’t be mote wrong. Quality can be precisely defined and accurately measured. A growing 
body of rigorously done research has documented serious and widespread quality problems in 
American medicine. Exemplary measures of quality can be and are being used in improvement 
efforts that result in better health outcomes for patients. Such efforts, however, are rare. 
Improving it requites a far more systematic and concerted effort than we are presently making. 

The Institute of Medicine’s Special Initiative on Quality 

In 1 994 the Institute of Medicine of the National Academy of Sciences began a Special 
Initiative to focus attention on the crucial importance of measuring, monitoring, and improving 
the quality of health care in the United States. A central activity of that Initiative is the National 
Roundtable on Health Care Quality. The Roundtable is a diverse group of individuals who 
represent business, consumers, government health programs, expertise in health care quality, 
managed care, nursing, and academic and practicing physicians. It has representation both from 
the private and public sector. From the public sector, the heads of federal agencies or their 
relevant health affairs offices serve. 

The aim of the Roundtable, which has been deliberating for two years, is to identify and 
examine the issues most central to improving quality of cate. It has heard from many experts, 
held a series of wide-ranging discussions, sponsored conferences, and convened a separate 
liaison panel to deliberate on the many issues specific to quality in managed care. 

Initial discussions revealed a variety of differing perspectives on health care quality. 

Some believed that quality could not be defined or measured. Some believed that quality 
problems were serious and extensive; others did not share that view. Some believed strongly that 
market forces would inevitably improve quality, while others believed equally strongly that 
regulation is required. 

The Rormdtable will soon release a statement on the quality of care in this country. In the 
meantime, I will suttunarize two milestones in the Roundtable’s work — ^two sponsored 
conferences — as well as the many discussions and presentations to the Roundtable by many of 
the country’s experts in this field. 

Defining and Measuring Quality of Care 

The Roundtable sponsored a 2-day confererrce in September 1996, entitled “Measuring 
the Quality of Health Care — State of the Art.” At that conference a large number of 
presentations focused on describing exemplary measures of quality, their development and 
testing, and their uses to assess and improve quality. The general conclusions emerging from the 
participants at the conference were that the quality of health care could be defined and measured 
with scientific accuracy comparable to that of most measures used in clinical medicine and that a 
number of exemplary measures have been developed and used to improve health. 
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The Institute of Medicine (lOM) developed a most useful definition of health care quality in 
1990: 


Quality of care is the degree to which health services for 
individuals and populations increase the likelihood of desired 
health outcomes and are consistent with current professional 
knowledge.' 


The term health services refers to a wide array of services that affect health, including 
those for physical and mental illnesses. It includes services aimed at preventing disease and 
promoting health and well-being, as well as acute, chronic, rehabilitative, and palliative care. 
Furthermore, the definition applies to many types of health care practitioners (physicians, nurses, 
and various other health professionals) and to all settings of care (from hospitals and nursing 
homes to physicians' offices, community sites, and even private homes). 

The definition recognizes that our old way of thinking about quality as being limited to 
assessments of care provided in hospitals and doctors’ offices is incomplete. On the one hand, 
we are concerned with the quality of care that individual health plans and clinicians deliver to 
individuals in specific episodes of care. On the other hand, we must direct attention to the 
quality of care across the entire system. We must also be concerned about people who could 
benefit fi-om effective health services but are not currently receiving them — whence the emphasis 
on populations along with individuals. 

Quality is not identical to good outcomes. Poor outcomes occur despite the best possible 
health care, because disease often defeats our best efforts. Conversely, patients may do well 
despite poor quality care, because human beings are resilient. Assessing quality thus requires 
attention both to outcomes and processes of care. The latter are often called performance 
measures of quality. 

The phrase “desired health outcomes” reminds us that we must broaden our thinking 
about assessing the impact of health care. In addition to mortality and medical complications, we 
must ask patients and consumers what kinds of outcomes they value, and we must measure them 
when we assess health care quality. The final phrase, “current professional knowledge,” is a 
warning that quality measures must be continually assessed to assure they incorporate the most 
up-to-date scientific knowledge about effective health care. 

Although the knowledge and practices of individual clinicians are important for high 
quality care, today we realize that no health practitioner can deliver high quality alone. 
Increasingly, they practice within groups and systems of care. The functioning of those systems 
in preventing and minimizing errors and the harms such errors may cause, coordinating ctue 
among settings and various practitioners, and ensuring that relevant and accurate health 
information is available when needed are critical to ensuring high quality care. 

This definition has two very important implications for what kinds of measures we 
consider to be valid measures of quality. Two different kinds of measures can qualify; process or 
outcomes of care. A process is a specific patient ctue activity. Examples of processes of care 
include giving a drug to control high blood pressure, getting a patient out of bed and walking 
after a hip fiucture repair, and educating a patient with diabetes about how to monitor her ovwi 
blood sugar at home. Outcomes include death, clinical complications (infections, adverse drug 
reactions), and functioning of various kinds (physical, social, and emotional). 

Some processes and some outcomes are valid measures of quality, but many are not. 
Understanding which are which goes to the heart of the definition of quality. For a process of 
care to be a valid quality measure, it must bear a definite relationship to a health outcome we care 
about. The stronger the relationship, the more well-demonstrated it is, the better. 

Using the lOM definition of quality and these rigorous criteria for validity, it is possible 
to summarize the state of the art of quality measurement. As the September 1996 conference 
made clear, the experience of the last 25 years demonstrates that we have at present a substantial 
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number of well-studied, validated methods for measuring many different dimensions of the 
quality of health care. Further, we understand a great deal about how to create new measures to 
address specific areas of medicine and health care that have thus far received little attention. 
Some of these methods include: techniques for sununarizing and combining evidence of 
effectiveness, methods for structuring consensus processes for experts to agree on guidelines for 
how particular kinds of care should be provided and under what circumstances, quantitative 
approaches to measuring physical, social, and emotional functioning, and methods of risk- 
adjustment that allow outcoihes for populations with different characteristics to be compared. 

Research Assessing the Magnitude of Quality Problems 

A large number of studies have employed valid quality measures to assess the magnitude 
of various quality problems. These problems come in three varieties: overuse, underuse, and 
misuse. Overuse occurs when a health service is provided in circumstances when its risks 
outweigh its benefits; harm is more likely to result than benefit. Underuse is the failure to 
provide a health service that would have produced benefit. Misuse occurs when a beneficial 
health service is provided poorly; the patient experiences a preventable complication and 
therefore fails to receive the full potential benefit of the service. The message from this research 
is clear and compelling: We have serious and widespread quality problems in all three of these 
areas. The problems exist in all delivery systems, populations, and communities in the United 
States. 


When a news story is published about a mishap in one sort of health care setting or 
financing system (such a fee-for-service or managed care, for profit or not for profit, a public- 
sector or private sector health care system), people sometimes conclude that all the care in that 
setting or financing system is bad, whether in the VA, managed care, home health or some other 
arena. Our experience has shown that the quality of care in all settings varies across the 
spectrum. Similarly, care in all settings and financing systems can be greatly improved to apply 
consistently what is known to be effective care. 

Overuse is very common in American medicine. A large volume of studies has 
documented substantial amounts of ovemse across a wide variety of health services, from the 
simplest diagnostic and therapeutic interventions (e.g., ankle x-rays and antibiotic prescriptions^) 
to the most complex (coronary angiography and carotid endarterectomy).’ Overuse of antibiotics 
have undoubtedly contributed substantially to the rising frequency with which disease-causing 
bacteria are developing resistance to currently available antibiotics. Studies have documented 
that large numbers of Medicare patients underwent inappropriate procedures and other studies 
have shown inappropriate procedures in HMO patients. 

If overuse is common in American medicine, underase is ubiquitous. Whether the 
subject is childhood immunizations, prenatal care, inhaled steroids for patients with asthma, the 
detection and treatment of high blood pressure, radiation therapy following breast-conserving 
surgery for early-stage breast cancer, or a variety of treatments for heart attacks, the research is 
consistent.^ Large numbers of patients, often as many as SO percent in some studies, fail to 
receive interventions that have been conclusively proven to improve outcomes. The 
consequences of these failures are measured in major lost opportunities to improve survival, 
health, and functioning. 

Underuse problems are made much worse by the lack of health insurance that more than 
40 million Americans currently experience. The barriers to access created by this lack have been 
directly implicated increasing the risk of dying and increasing disability. One study found that 
those without health insurance had a 25 percent greater chance of dying within 12 years, 
controlling for age, race, education, income, and comorbidity.’ Other work has confirmed these 
findings and extended them to show that lack of insurance is associated with poor functional 
status and that loss of health insurance, particularly Medicaid, can be associated with 
deterioration in chronic disease secondary to reduced access to effective care. 

Unfortunately, misuse problems, too, are highly prevalent. Misuse is not the same as 
errors because not all errors result in adverse events or injury. Many errors — such as the wrong 
dose of medication or misdiagnosis — may be caught before some harm occurs. Many adverse 
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events, including injury — do occur. Injuries from preventable adverse reactions to medications 
and avoidable complications of medical and surgical procedures are the major classes of misuse 
problems. Recent work from Boston suggests that patient injuries due to medication use occur at 
a rate of about 2000 per year even at the best large teaching hospitals, with 2S percent being 
entirely preventable." Further, each of these preventable adverse drug events adds considerably 
to the cost of the hospital stay during which it occurs.* 

The Harvard Medical Practice Study estimated that over 27,000 patients hospitalired in 
New York State suffered injuries due to negligence in the provision of medical care in 1 984.* 

The RAND study of prospective hospital payment showed that Medicare patients with 
congestive heart failure who received medical care of poor quality were 74 percent more likely to 
die within 30 days of hospital admission, compared with those who received good quality care.'* 
We also know that large numbers of complex and risky surgical procedures continue to be 
performed at hospitals and by surgeons with very low annual volumes, a condition which has 
repeatedly been demonstrated to result in worse outcomes, with death rates often more than twice 
as high, compared with higher volume providers.*' 

The evidence is compelling. Very large numbers of Americans, perhaps millions, are 
harmed by exposure to the risks of health services from which they cannot benefit. The health of 
the public is jeopardized by some of these practices, such as the indiscriminate use of antibiotics 
which may not only cause life-threatening adverse reactions in some patients but contributes to 
antibiotic resistance that threatens the efficacy of these critical therapies. Equally large numbers 
of Americans fail to receive health services that save lives and prevent disability. More are 
injured when avoidable complications of health care are not prevented. These problems occur in 
small and large communities in all parts of the country with about equal frequency in managed 
and fee-for-service systems of care. 

Improving Quality of Care 

Recognizing the seriousness of our quality problems in health care should not trigger a 
search for individuals to blame. The answers are not that simple and often involve shortcomings 
in the complex systems in which health care is delivered. In no small part, these problems 
represent the opposite side of remarkable scientific achievements including enormous amounts of 
new knowledge about the efficacy and effectiveness of health services. In the 5 years alone 
between 1991 and 1995, more articles from randomized controlled trials were published than in 
the previous 25 years combined. 

As the speed with which rigorous scientific knowledge accumulates has increased, our 
methods and systems of educating young physicians and other clinicians and supplying health 
care practitioners with the information they need to provide high quality care have not kept pace. 
We have not yet succeeded in crafting education and training curricula that prepare physicians 
and other clinicians to be effective life-time learners, constantly seeking new data on efficacy and 
effectiveness and incorporating them into their practices. We have been even less successful in 
supporting clinicians in practice by ensuring that the systems in which they deliver care make 
maximum use of available scientific knowledge and are constructed to anticipate human error 
and reduce the likelihood of harm. 

In light of these observations, the Roundtable began to investigate our current approaches 
to improving quality of care and how effective they are or could be.'^ A participatory 2-day 
conference was convened in October 1997, at which invited papers assessed each of four major 
quality improvement strategies: continuous quality improvement, regulation, market 
competition, and payment incentives. An extraordinarily diverse group of about 60 interacted 
energetically in debating the evidence that each of these strategies has actually improved quality, 
the strengths and weaknesses of their potential impact, and how they might fit together in a more 
integrated approach. Participants included business leaders, physicians, health care quality 
experts, consumer representatives, health economists, health lawyers, managed care executives, 
academic policy experts, government officials, and members of the Roundtable. 

By the end of the conference, a remarkable consensus had emerged among conference 
participants around the following four propositions: 
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1 . Health care quality problems (or opportunities to improve) in the United States 
are of major significance. Variations in quality are unacceptably large. Collectively, 
they demand urgent attention. 

2. Taken together, our current approaches to quality improvement are unlikely to 
produce rapid progress. 

3. A small number of hospitals, health plans, and integrated delivery systems have 
made notable efforts to improve, and some successes have been documented. These 
efforts, however, have been limited in their impact. We have no exemplary role models 
of health plans, medical groups, hospitals, or integrated delivery systems that provide 
care that is consistently and uniformly free of quality problems. 

4. Realizing the most value in improved health fiom our investment in health care 
requires a major overhaul of how we deliver health services, educate and train 
clinicians, and assess and improve quality of care. 

Each of the four major strategies proposed to improve quality of care has important 
strengths and at least equally important weaknesses. Continuous quality improvement (CQI), or 
the adaptation of industrial quality management methods to health care, offers important tools 
and methods for well-motivated providers and institutions to do even better. As currently 
applied, however, few organizations make maximal use of its potential. Its use tends to focus 
narrowly on administrative (as opposed to clinical) aspects of care, and overuse problems are 
rarely addressed. Further, data documenting its impact on health are scant. Future experience 
may be more positive. Regulation is the only method we have at present for protecting 
consumers from individuals or institutions who perform so poorly that they endanger patients. 
Unlike CQI, it can reach every comer of the delivery system. However, it is rigid, difficult to 
change, and particularly ill-suited to motivating even mediocre providers to do better. 

Marketplace competition currently fuels change at many levels of health care financing 
and delivery. Proponents believe it will be a major force for quality improvement. Skeptics note 
that today competition takes place almost entirely around price, no market exists in which quality 
is the focus of competition, little in economic theory suggests that it will occur, and there is no 
evidence that it is happening. While there is wide agreement that payment affects behavior, there 
is less agreement about whether such incentives can be used to drive quality improvement. At 
present, fee-for-service payment encourages overuse and capitation encourages underuse. No 
payment system effectively and consistently rewards excellence. 

Specific examples of quality improvement efforts resulting in improved health are 
available, but they are so noteworthy in large part because they are rare. While a growing 
literature documents the incidence and harm of adverse drug events (ADEs), few studies 
document substantial improvements. Such change is possible, however, as illustrated by the 
report fixim LDS Hospital in Salt Lake City describing a series of computer-assisted programs to 
help physicians avoid antibiotic-related ADEs. Among other impacts, the study demonstrated a 
30 percent decrease in the frequency of antibiotic ADEs, a 27 percent decline in the mortality of 
antibiotic-treated patients, and a S8 percent drop in antibiotic costs per treated patient.'^ 

Currently, quality improvement efforts are sporadic at best. They usually occur in large 
institutions, most often in hospitals. They focus disproportionately on misuse problems when 
they address clinical issues at all. Long-term, multi-institutional, or regional efforts to improve 
are rare. The New York State program of measuring risk-adjusted mortality rates for coronary 
artery bypass surgery (CABS) patients, publishing these data annually, and using them to 
facilitate quality improvement has reduced mortality statewide. This program now includes 
data on risk-adjusted mortality following percutaneous transluminal coronary angioplasty. 
Another effort in the 3 northern New England states has also reduced mortality following 
CABS,’’ and Pennsylvania has published data on risk-adjusted mortality following CABS and 
acute myocardial infarction.'* These efforts stand out precisely because they are so unusual. 


Finally, the diverse group of people at the quality improvement conference agreed that 
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whether one discusses health plans, medical groups, hospitals, or integrated delivery systems, 
there are no exemplary role models that uniformly and consistently provide the highest quality 
care. Room for improvement is ample in all institutional settings. We will have to devote much 
more effort than we have thus far to rethinking how we deliver health services, the ways we 
educate and train physicians and other clinicians, and how we measure and attempt to improve 
quality. While these tasks will be complex and difficult, the challenges we must meet to improve 
quality of care are simple: 

1 . Always to deliver effective care. 

2. Always to avoid providing ineffective services. 

3. To eliminate preventable complications of health care services. 

Although attention is now turning to quality of care, much of the debate fails to address 
the nature and magnitude of the quality problems delineated above. The focus on managed care, 
while understandable, is inconsistent with the data demonstrating problems of similar magnitude 
in fee for service settings. The various new laws and proposals to regulate managed care may 
establish important principles and rules for due process, coverage determinations, and 
organizational accountability. They do not, however, address the multiple, serious quality 
problems that inflict considerable harm on the American public whether they are enrolled in 
managed care plans or not. 

An Urgent Need for Rapid Change 

At its best, health care in the United States is superb. Unfortunately, it is very often not at 
its best. Americans bear a great burden of harm because of these failures — a burden that is 
measured in lives lost, reduced functioning, and wasted resources. The magnitude of these 
problems calls for urgent action. Left alone, our current approaches to improvement do not offer 
the promise of rapid change. Addressing these problems vigorously should be among our very 
highest priorities in health care. Following its internal and external review procedures, the lOM 
Roundtable will shortly issue a statement about these issues. 
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Statement by Nongovernmental Wimess: Relevant Federal Grants or Contracts Received During 
Current or Previous Two Years by the Institute of Medicine 

Source Subject Amount 


Agency for Health Care 
Policy and Research 


Support for National Roundtable on Health Care $247,230 
Quality 


Department of Defense Support for National Roundtable on Health Care $50,000 

(Health Affairs) Quality 


BIOSKETCH 

Molla Donaldson 
Senior Staff Officer 
Division of Health Care Services 
Institute of Medicine 


Molla S. Donaldson is Senior Staff Officer at the Institute of Medicine and Adjunct Professor at 
the George Washington University School of Medicine and Health Sciences (GWU). Currently she is 
project director the lOM's National Roundtable on Health Care Quality and its associated Managed Care 
Panel. She has been at the Institute of Medicine (lOM) since 1988 when she joined the staff as an 
Associate Study Director to develop a congressional ly-mandated study to recommend a strategy for 
quality assurance in the Medicare Program. 

Since then she has directed numerous studies, most recently one on public disclosure of health 
information and protections for privacy and confidentiality (Health Data in the Information Age: Use, 
Disclosure, and Privacy) and a recently published report on primary care. Primary Care: America's 
Health in a New Era, 

Before coming to the lOM, she was Associate Professor at GWU in its primary care department. 
She directed the HMO's quality assurance program and taught in various medical school, health 
administration, and public health programs regarding issues of quality assurance, survey research, health 
services research in ambulatory care, and bioethics. 

She currently holds a Pew Doctoral Fellowship in Health Policy at the University of Michigan. 
She graduated from Wellesley college and did graduate doctoral study in developmental biology, 
genetics, and physiology at the University of Virginia where she received a Masters of Science degree. 
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STATEMENT OF 

THOMAS L. GARTHWAITE. M.D. 

DEFirry UNDER SECRETARY FOR HEALTH 
DEPARTMENT OP VETERANS A^ADtS 
ON THE EFFECTIVENESS OF VA’S QUAUTY MANAGEMENT 
BEFORE THE 

SUBCOMMnTEE ON HEALTH 
COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 
MARCH 19. 199S 

Mr. Chsiiman, 1 am pleased to be here to the effectiveness of quality 

management in VHA. First let me state that improving the con^ency and predictability 
of high quality care in VHA has been a central tenet of the VHA reengineering effort. 

This is stated in VHA’s Vision for Change (199S) and Prescription for Change (1996), 
and many other internal and esOemal communications. 

Second, I think it is important to acknoadedge that no oAe has yet established the 
definitive approach to quality management in healthcare or the best method of deploying 
quality improvement throughout large healthcare systems. I have been impressed by the 
knovidedge gaps in large system quality management , as well as the variance in opinion 
about the preferred strategies to achieve the best outcomes. At the same time, a number 
of nationally recognized leaders have praised the direction we are headed in quality 
management as well as achievements we have made to date in several of our initiatives. 
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diagnoses such as ischemic heait disease and diabetes. Percentages reflect the number of 
patients who actually receive a required medical intervention. The Chronic Disease Care 
Index in the aggregate rose 73% in FY1997. Again, where comparable data exist, VA 
consistently outperformed the private sector, rang^g from being 21% to 124% better on 
individual quality indicators. Examples of VA versus private sector performance include 
the rate of aspirin therapy for patients with heart disease (92% vs 76%) and the 
percentage of diabetics whose blood sugar control is monitored aiuiually by a blood test 
(85% vs 38%). 

These Indicies are analogous to the HEDIS instrument used in the private sector. 
In addition, VA is setting the national benchmark for all healthcare systems by mandating 
and monitoring the use of standardized instruments to screen for alcohol abuse and to 
assess the fonctional status of substance abusers, indicators not routinely tracked in the 
private sector. 

In reviewing data from these indexes, please note that these important instiumcnts, 
which did not exist three years ago, were spedflcally designed to allow accurate 
comparison of VA healthcare with the private sector. Further, the VA data upon which 
these comparisons are based comes from external peer review. We contract with this 
outside source for the data assessment in an eSbrt to ensure impartiality. 

As part of our reengineering efibrt we have also been tracking the one-year 
survival rates for 9 high-volume conditions. These conditions affect some of our most 
vulnerable patients. FY 1992 data are used as the baseline. Survival rates for several of 
these inqtortant conditions have increased (i.e., congestive heart failure — an 8% increase 
to 82%, chronic obstructive pulmonary disease - a 3% increase to 87%, pneumonia - a 
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7% tntfesse to 89%, and chioiuc renal &ilure — a 7% increase to 80%), while rates for the 
other conditions have remained stable Q.e., diabetes m^tus — 95%, angina pectoris — 
97%, mryor depressive disorder — 98%, bipolar disorder — 99%, and schizophrenia — 
98%). 

In surgery, morbidity and mortality rates for high volume procedures have 
consistently declined in recent years. Mortality rates for colectomy, abdominal aortic 
aneurysm repair, carotid cndarteractmny, cholecystectomy, and hip replacement are the 
lowest, or equal to the lowest, in the country according to a 10 year review of published 
studies of surgical outcomes done by Dr. Shukn Khuri of VAMC West Roxbuiy. who 
also is a Profossor of Surgery at the Harvard University School of Medidne. 

In. the three years since VA*s National Surgical Quality Improvement Program was 
implemented, the overall 30-day mortality and morbidity rates in VA foil Ity 10% and 28%, 
respectively (during v^ch time there was no change in the padent risk profile). Several 
articles about these improvements have recently been published in peer re\aewed medical 
journals, and an editorial by the Chairman of Surgery at Duke University endorsed VA's 
approach as one that will improve the quality of surgical care throughout the nation. 

VA is also leading the countiy in defining and measuring care at the end of life. 

We are using a newly developed instrument known as the Palbatjve Care Index. This 
index consists of various quality of care indicators that reflect the adequacy of end of life 
planning for patients with terminal conditions. It was for the remarkable improvement in 
this regard that we received the previously mentioned commendation from Americans for 
Better Care of the Dying. 
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VA's commitment to the patient as partner is reflected in the emphasis placed on 
monitoring patient reported outcomes - i.e., the patient’s perspective on VA quality of 
care. Once more, VA has either improved during this rime of great transition or remained 
stable on 7 patient-reported quality indicators that were established as VA national 
standards for customer service. As you know, no such effort to track and improve 
customer sendee in the VA existed before 1994. Of note, the survey method we use is 
designed and carried out centrally to assure comparative analysis between facilities and 
VISNs, and collaboration with the Picker Institute for Patient-Centered Care in Boston 
allows fiar benchmarking and comparison with non-VA healthcare delivery systems across 
the country. 

Strategic Framework for Quality Management 

As presented in previous testimony, VHA delineated a comprehensive strategic 
ffamework for quality management that recognizes quality improvement as an over- 
arching goal of transforming the organization. The ffamewoik takes a broad view of 
quality management, addressing traditional and new quality assurance mechanisms, 
management decision making and various support functions. The current iteration of the 
ffamework groups component quality improvement initiative with strategic goals. 

Integration of these initiatives, however, requires more than just a fiamework. It 
requires teamwork. Our new Quality Management Integration Council (QMIC) chaired 
by the Under Secretary for Health, and composed of VHA executives from all levels of the 
organizatioit, as well as union partners, provides the venue for monitoring, evaluating, and 
overseeing the coordination and coherence of VHA quality improvement activities 
(Attachment 6). As one of its first initiatives, the Council has begun to address the 
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dissemination of quality enhancement iniiiacives to firomline employees. To further 
proHiOtB the integration of quality activities, the Office of Performance and Quality now 
reports directly to the Under Secretary for Health and each VISN has a designated Quality 
Managonent Officer (Attachment 7). 

To provide input from quality management authorities outside VA, we established 
the Quality Management Advisory Panel (QMAP). The panel will evaluate the clarity, 
coherence, and comprehensiveness of VHA’s strategic firameworic for quality, and will 
advise VHA about specific quality initiatives. The panel is comprised of the following 
nationally renowned quality management experts: 

Paul B. Batalden, MD Dartmouth Medical School 

Donald M. Berwick, MD Institute for Healthcare Improvement 

Charlene A- Harrington, PhD, RN Univerrity of California 
' Lucian Leape, MD Harvard Medical School 

Stephen M. Shortell. PhD Northwestern University 

Conversations with the QMAP and others have prompted revisions of the Strategic 
Framework for Quality which have added to its clarity (Attachment 9). The result is a 
fiamework consisting of ten dimensions instead of the original twelve. 

Other initiatives to improve the focus on quality include 1) the creation of the 
VHA Patient Safety Improvement Awards Program for individuals who identify and 
implement successfol system rederigns (Attachment 3), and 2) VHA's $1,000,000 Quality 
Achievement Recognition Grant for VISNs who demonstrate exceptional outcomes 
through exemplary processes (Attachment 4) and the recent announcement of a unique 
fellowship in quality management for clinicians interested in leading healthcare quality 
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improvement efforts in the future (Attachment S). We have conunitted to fiind as many as 
12 of these ficUowships in academic year 1998-1999. 

To fiuther ensure a broad range of input into VHA quality management, we have 
asked the consultants who reviewed the function and size of the OMI to expand their 
project and look at our entire approach to quality maiwgement, comparing it with other 
healthcare and lum-heahhcare benchmark organizations. We have reached agreement on 
the scope of work, and they are moving forward with the project. I expect to have their 
report this summer. 

Patient Safe^y 

ffmce patient safety is such a crucial part of the fiamewoik, I would like to spend a 
few moments updating the committee on VHA activities subsequent to our last meeting. 
As you may recall, VHA published a new policy on risk management in June, 1997 that 
emphasized the need to examine all adverse events for potential national process 
improvements. The policy also formalized responsibilities at focihties, VlSNs, and 
headquarters for reporting and analyzing adverse events, and taking corrective action. 
Given that under-reporting of adverse events is a agnificant obstacle to improving patient 
safety in all healthcare systems, one of the primary goals of our policy is to increase 
reporting. And in &ct, since the policy was implemented, repotting of adverse events has 
substantially increased in every VISN. 

Although we are pleased with our progress to date in implementing the new risk 
management policy, we believe we have more to leam, especially from high risk industries 
such as aviation who have expertise and experience in designing and maintaining incident 
reporting systems that foster safety. To this end, we recently convened an Expert 


7 



47 


Advisory Panel on Patient Safety System Design that included the creator and current 
director of the Aviation Safety Reporting System. Cne point about which the panel is 
adamant is the need to separate the repotting system from management’s system of 
accoimtability. In particular, they felt the reporting system needed to be voluntaiy and 
maintain absolute confidentiality. They view the reporting system as a quality control 
check on the effectiveness of management’s approach to safety. We are currently 
reviewing their recorttmendafiotrs for ways to enhance our current reporting system. 
Role of Medical Inspector 

Mr. Chairman, at the Heating before your Subcommittee on October 8, 1997, you asked 
Dr. Kizer to discuss the role, fiinction and organizational structure of the Office of the 
Medical Inspector (OMI) as it relates to Patient Safety, and its other responsibilities. 1 
would like to bring you and the other members of the Subcommittee up to date regaiding 
this office. 

On January 9, 1998, based on the reconunendations of a review performed by 
outside consultants, the Under Secretary for Health authorized the Medical Inspector to 
increase his staff and to expand the role of his office. This would include, among other 
activities, the review of the analysis of sentinel events. Boards of Investigations and 
Focused Reviews conducted by VHA fedlities. The OMI began an active recruitment 
process, and, thus far, two nurses and one physician have been hired. Recruitment of 
additional staff is in progress. 

The Office of the Medical Inspector will continue to report directly to the Under 
Secretary for Health. As Dr. Kizer stated last October, he has directed that VHA staff 
^ve their foil cooperazion including all information requested to the OMI for its reviews 
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and investigations. He also charged the OMI to conduct olqective and indqiendent 
reviews and investigations, and submit thorou^ and &ir rq»rts. 

Within the context of the Patient Safe^ Improvement eSbrt, the OSce of the 
Medical Inspector plays an active role. The Medical Inspector is a member of both the 
QMIC and the Patient Safety Improvement Oversight Committee. The latter Committee 
meets every two weeks and reviews significant adverse events to determine the quality of 
the review conducted by the &cility, to help &cilities identify system-wide lessons learned 
and to detect any patterns and trends in the kinds of evems that are r^xirted. TheOMl 
continues to conduct its own focused reviews and investigations of veteran’s complaints 
and other evaluations of quality of care issues that are deemed important or arc requested. 
Beguming in September 1997, the OMl began to receive reports of sigmficant adverse 
events, such as unexpected deaths and serious iquties to vetenms, as well as the reports of 
all Boards of Investigation and Focused Reviews. As noted above, with this information 
and with added staff, the OMI will be capable of analyzing independently how weO srafB 
at VA facilities evaluate these adverse events and learn fiom them. 

Conclustoa 

I am pleased to report that the VA healthcare system has accoihplished significant 
improvemcsits in quality of care during a period of unprecedented change. This is a tribute 
to the efforts of tens of thoussnds of dedicated VA employees who are first and foremost 
conoemed for the welfere of their veteran patients. As discussed last October and today, 
we ate continuiiig to seek ways to further improve the predictability and consistency of 
high quality healthcare in VHA 

This concludes my statement. 1 will be pleased to respond to your questions. 
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VA Prevention Index 
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Attachjnent 3 


Quality Management Integration Council 


Purpose 

The purpose of the Quality Management Integiatian Coi^l (QMtC) is to monitor, 
evaluate and oversee the coordination and coherence of VHA quaPity and patient' 
safety improvement activities; to provide direction to these activities; and to fedlitate 
the systernwide deployment of best practices and promising innovations in quality 
managemenL 

Underlying Prindrrles 

The establishment ofjhe QMIC is predicated on a number of prindpies, including: 

1 ) The ideal health care system is. patient-centered-and quality-focused. 

2} High quality healthcare outcomes result from a composite of the function of 
individuals and of the systems in which, they work, but defects in quality are 
usually system issues rather than indi^dual performance issues. 

3) A quality healthcare system will routinely and systematically identify opportunities 
for process and practice improvement and then act quickly to implement needed 
change. 

4) Achievement of high quality is passible only if evoyone in the organization is 
committed to improving quality and its management 


Goals 

The goals of the Quality Management Integrab'on Coundl are to; 

1 ) monitor and evaluate the systemwide coordination and coherence of quality and 
patient safety improvement activities and data; 

2) reduce systemwide variation in quality; 

3) explidtiy communicate the organteation's commitment to quality and patient 
sai^ and ensure that all VHA elements align their efforts toward quality 
improvement; 

4) ensure that quality of care and patient safety improvements and 'lessons 
learned' are quickly and effectively deployed throughout foe system; and 

5) seek out quality improvement lessons from all sources and integrate applicable 
new information into VHA processes and practices. 
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Attachnent 4 


~ Department of 
Veterans Affairs 


Memorandum 


January 9, 1997 

Mnc UnderSaoatary far Health (10) 
saa VISN Quali^ Management Officer 

^ VISN Dmoois and CSnical Managers 

Chief Network Officer (ION) 

1. In feUowMjpta various dISQiviiens on ttie matter over the past several months, I am hereby directing 

that If not abeady done, eadi VISN diall designata a Qukity Management Officer (QMO}. 

2. The QMO shall be dinically active, but the m^rity of his/her time shall be dedicated to 

VISN quails managernant adivttias, induding patient safely improvement acthritiea. 

*Clinieally acliva' may be rmerpreted broadly. The intent is forthe QMO to continue to have 

*tirst hand* eigieilerKe with pao'ent care. 

3. At a minimum, the QMO shall be responsible for. 

a. overseeing the VISN's overall quality management program to assure coherency and 
consistent with netwcik and systemwide goals and strategic objectives, induding 
VHA’s strategic ftamework tar quality; 

b. mcnitoiing and evaluating quality of care across the nesveik; 

c. tadlrtating the network-wide reduction of varianca in quality of care; 

d. tadntallng the Integratian of quali^ managem'errt into the networks day-to-day 
opetadons and culture; 

e. tacSitataig management of organizational change required to achieve patient safely 
Improvement and quality man^ement goals, inckjdiiig Identifying and tadlitating 
resolution cf obstades to achieving these goals; 

r. Identi^ing imovative or prottdsing local quality management and patient safety 
improvement activities and tactiitating th^ nrteorfcwida and VHA systemwide 
deployment, as appropriate; 

g. identifying, communiating and tadlitating deployment of Trest practices* throughout the network; 

h. promulgating and *main5trBarTiing* quality management lessons learned*; and 

L working with other VISN officers to ensure the availab|iityd support (o.g.,infamtation 

management, human resources, and training} needed to enable staff to pursue and 
adiievc exoellenoe in health cate quality. 

4. Rease provide the name of your QMO to the Chief Nebvork Office as soon as possible. 

Kennelh W. Kizer. M.D.,,M.P.H. 
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CDnIcai Care 
Activities 


III. Performance 
Indicators 


To employ dmical care 
activities that increase the 
likelihood of achieving 
desired health outcomes 


To measure and monitor 
progress In achieving 
desired health outcomes 


IV. Internal Review & 
Improvement 


To engage all levels of the 
organization in routine and 
event-triggered cycles of 
improvement 


V. External Review & 
Oversight 


To enlist impartial and 
independent review care 


Tactics 


Credentialing (board certification. 
Hoensure) 

Privtieging/scope of practice 
Mentoring 

Academic affiliations 
Wbrkplace environment 
Performance^ased interviewing 


Primary care 
Telephone linked care 
Community-based servtces/home care 
Care martagement 
Practice guidefines/cfinical pathways 
Shared deetsion making 


Prevention Index 

Chronic Disease Care Index 

Paifiative Care index 

Surgical morbidity and mortality rates 

Medical cohort survival rates 

Long Term Care Index 

Functional Outcomes (SF-36, Functional 

Independence Measure. Addiction 

Severity Index) 

Mental health performance indicators 
Case Registries (e.g.. Cancer, SCI. AIDS. 
Clozapine) 

Other 


Clinical pathology conferences 
Morbid'tty & mortality reviews 
Ad hoc review teams 
Process action teams 
Bioethics Committee reviews 
Patient Safety Events Registry 
Causation analyses (Focused Reviews, 
Boards of Inve^ation. Root cause 
analyses} 

Tort claims analysis 

Patient Safety Oversight Committee 

Office of the Medical Inspector 


Quafity Management Advisory Panel 
. Qualtfy-related advisory committees 
(e.g., Committee on Care of Severely 
Chronically Mentally lii Veterans. 
Geriatrics and Gerontology Advisory 
Committee, Persian Gulf Expert Scientific 
Committee. Advisory Committee on 
Prosthetics and Spectal Disabilities 











56 


VHA's Strategic Framework for Quality Management (Conf d) 




Pregnura, Expert Advisoiy panel and 
PalM SaMy System Dwign, Advisory 
Comniltee on the Readjustmant of 
Veterans, Advisory Committee on Woman 
Veterata, Special Medical Advisory 

Group) 

• AccracHtalien and CertHIcalion (Joint 
Cemmissian on Accrerlitetion of 

HaaHhcare Organizaliona. RehabDitetion 
Accradilalion Cotrsnission. National 
Committee on Quality Assurance, 

American Callage of Surgeons, American 
CoMege of Radiology, CeUage of 

Amarlcan Pattiolagisls, American 
AasocteHon of Ble^ Banks, Nuclear 
Ragulalory CotnmisskMi, Accradlta^ 
Council for Graduate Medical Education, 
Amarlcan Psychiatric Assodatkin. ether) 

• External peer review (oontraeted) 

• onoe of the Inspector General, 

• GgvemmartAcMunting Office 

• Veterans service organizations, 

• Academic affiliates, 

. Congress 

. Press/tnedia 

VI. Technology 
Management 


• Decision supprxt aides 

« Etedronic medical record 
. Physician order entry 

• Mediml record direct patient input 

• Teehnolagy Recommendations Panel 

VII. Patwnt-Reported 
Outcomes 


. Focus groups 

• Surveys 

• Comptolnt handling 

• Pahant advocates 

« Service Evaluation and Acdon Teams 

■ 


. Health professional training (academic 
anviimiment) 

• Worklbrca development 

. 360* personnel ei^uations 

• Continuing educalion 

• Qualily management fellowship 

IX RBsaarcti 

To generate new 
knmvfedge that teenHates 
impnaved outcomes 

• Health services studies 

• CInIcal care sturSes 
. Biemsdieal shidles 

. Technology assessmant 

• QuaGty-rclaWd research advisory 
committees (Medical Research Service 
Cooperative Studies Evahialion 

Commiltee, Scienlific Review and 

Evaluatlan Board for Health Services 


2 
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VHA's Strategic Framawork for Quality Management (Cont’d) 




Research and Development, and 
Rehabilitation Research and 

Oevelaprnent Service Sdentific Merit 
Review Board) 

X. Change Management 

To actively manage change 
to achieve strategic goals 

• Quality Management Integration Council 

• Executive pertonnance agreements 

• Resource allocation strategy 

• Standardization of language 

» Integrated coHaborative planning 

• Organizational Quality Awards (e.g., 

Robert W. Carey Award, Scissors Award) 

• Innovation Awards 

• Patient Safety Improvement Awards 

• Quality Achievement Recognition Grant 

• External Awards (e.g.. Hammer Award, 
PresMenf s Award for Quatity) 
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Attachment 7 



DEPARTMENT OF VETERANS AFFAIRS 
Velaraiu Eealtli Administmtiaa 
Washington DC 20420 


n, 10-9A-001 


Jannaiy S, lS9i 

UNDER SECRETARY FOR HEALTH’S INFORMATION LETTER 
VHA QUALITY ACHIEVEMENT RECOraOTION (HtANT 

1. yga ic mmmiTTut m MHingthe liMltlirsffe inAistry’s amifanl for qnaliry 

2. To assist in it] cSbrtitaprowde bencfanuikqaaliQrhealtlicare, VHA bss launched a number 
of initistives in the last two years- Among othrr things, these efibrts have included 
delineatian of a conqndiamve fiamewodc for qualiQt of care; establishment of a Qualify 
Management Intqralion Coondl and Qualify Management Advisory Panel; establishment of 
pecfbnnanee contracts fisr management; creation of new performance awards fbrinnovatian 
snd high perfuming iirfvidusls; iniriatioo of anew patient safefy policy and progiam, 
including oeaiion of the National Pafimt Safefy Partnership and the Patient Safefy 

.I mpio v em em Award Program; « rimirai ’Orngratne aTExEeUeoce 

recognition pingram; and bolstering the professional training and credentials leqidrements 
for VApractitiotunsndmansgers. Ararmberofotho'eSaitssretnevolunan. 

3. I sm pleased to imw announce the establishment of die Quality Achievemerrt Recognition 
Grant Program to reward yeSNs that protdde world class healthcare ijualrfy. 

4. The VHA Qualify Achievement Recogninon Grant is iirtended to recognire sacrained success 
oftheVrSNoveralL It is mteoded to reoogniae those VISNs'that achieve truly outstanding 
pet&tinanee by engegitig the entire worldorce in a tesults-oriented impr ovement process that 
lea^ to exeepnocal outcomes and diat demonsiiates rremplary procoses of assessitteni, 
learning fed inrprovemenL The grant diall boused to fiirther enbanr.^ the qualify of patient 

care in die recognized 'VISN(s} snd to bdp duseminate thdr Tsest ptaedee^ thtwgbout die 
vetoans healthcare system. No part ofthe grant may be used fijri^vidual enrichment of 
VAemployees. All VISNs are ^gible to receive the giant iftbey meet the criteria. Hno 
VISN meets the oiteria, no giant wiD be awarded fi>r the year. 

5. The VHA Qualify AetnevemcntRecoguiliaa Grant win be awarded in the amount of 
$1,000,000. Ad^doaal grants of $500,000 and $300,000 may be awarded in promising 
VISNi 

6. The fiamewotic&r the grant Gtitetia shall be Ae Malcolm W. BaldtigeEialtheare 
Perfjcinance Award cat^oiies. The seven C?) categories are (1) Leadership; C2) Strategic 
plmtaing; (3) Focus on Padents, Stakeholders and Marlcets; (4) Lifiitination and Analysis; 

(S) StafTFocus; (6) Pioces Mmagement; and (J) Otgasizational Pcr&nnance Results. 
Critetia for the Oiganizadonal Pa&nnance Results category conrist ofFY 98 Network 
Director Ferfbnnance Agreement measures along with several addioonal outcomes cuit eutly 
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oonitOFed nationally. Examples include risk-adjusted surreal moifndity and mortali^ and 
medical cohort leadmission rates. The “Sew VA" twelve dimenrions of healthcare quality 
form the basis of the ortetia of the six remaining Baldrige categories. 

7. In selecting VISNs for this awards points will be disetibuiedfiir the seven Baldrige categories 


asfbDows: 


Category 

Points 

Organizational Petfottnance Results 

900 

Leadenhip 

50 

Strate^c Planning 

50 

Focus on Patients, Stakeholders, and Markets 

50 

Ihfbnnatioa & Analysis 

50 

StaffFocus 

50 

Process Management 

io 

Total 

1200 


8. The Organizational Perfbimance Results categc^ will be divided among VEA’s Domains of 
Value according to the following point disoibiitions and associated measures: 

Functional Outcomes 100 

SF-36V 

Addiction Severity Index 
Functional Independence Measure 
Global ABsessment of Function 

Access 100 

Paiient outreadi' 

Timeliness of ^pomtments 
Stage of illness presentation 

Av ailahility of (home) hcsltbfare Services 

Xedinical QuaB^ 400 

Medical cobM survival rates 
Surgical morbidity and mortality rates 
Readnnssion rates Sat mndieal cohorts 
Nosocomial infection rates 
Cfaronie Disease Cate Index 
.Prevention Index 
Palliative Cate Indoc 

Outpatient fiillow-up of iH mentally ill patients 
Incidence of acquired pressure ulcers 
R.UQ scores fiir VA nursing homes (V AMEQ 
MDS scores Sir comimmity nursing homes (CKH) 

Admission rates to acute hospimls Bom VANH orCNH 


2 
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Pazient Reponed Outcomes 200 

Customer Service Standard problem tales 
Overall quality of caic ratings 

Financial Perfannance 100 

Hoancial Indec 


UcQimng nationally developed databases, VHA. Headquaners will Otganizazional 
Pcrfonnance Results as is done fordte 'VQSN direeton’ pefbnsance ageanents. 

9. VISNs win assesi and document tbOT pofbnnance in the oths- sx categories using 

niCTnniiTi-/t questions from the Baldrige criteria. For example^ to assess “Tocus on Patie n ts" 
a VISK might asic "What is our apptrach in Estonag to and learning fiom conent and 
potential customers? Bow do we apply what we leant to improve healthcare services?" A 
high degree of specifici^, including results when available, should be irtiliTed in addressing 
these areas. 

9. TbeVISNselfassessinent and results will be reviewed and scored by a panel of VA and 
non-VA qualiQr experts. Finalists will be selected ibr rite visits. On the basis of the results 
ofthesite visits, the Under SeeretaiyfitrEealtb will malcerecommendatioas to a panel of 
judges, ndio will ultimately select the grantees. At tbis time, it is etqtee ted that winners will 
be at the 1998 Journey of Change conference. VISN-^peofic feedbadt fiom the 

review panel will be provided to each VISN to asrist continuous improvement. 

11. This TL 10-98^1 siqser^es BL 10-97-039 published December 8, 1997. 



ketmeth W. Kizer. KLD, MP.H. 
Under Secretary for Health 


DQTRlBUnON: CO: E-mailed 1/8/98 

FLD; VISKMA, DO. OQOCRO and 200 -FAX 1/8/98 
EX: Boxes 104, 88, £3, 60, 54. 52, 47 & 44 -FAX 1/8/98 
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At^tachment 8 


Department of Veterans Affairs 
Veterans Health Adndnistratlon 
Office of Academic Afllliatiens 

Marchs. 1998 

PROGRAM ANNOUNCEMENT 

VA National Quality Scholars FelIowsl|ip Program 


L Purpose, Background and Rationale 

A. Purpose. The purpose of the Department of Veterans Affairs (VA) National 
Quality Scholars Pellowshilp Proipam (NQSFP) is to provide a post-residency 
. fellowship program in whidi ’physidan-echolars will learn to develop and apply new 
knowledge for the ongoing improvement of healthcare services fbr VA and ^e nation. 

In addifion to a hub site, the program will consist of five NQSFP sites linked 
together as a natlorMl fellowship program. Ttw Center fbr Evaluative Clinical Sciences 
at Dartmouth (CECS) in ooilaboraUon with White River Junction VA Medical Center 
(VAMC) will serve as the hub site fbr the national program. The Office of Academic 
Affiliations (OAA) Will administer the program. The hub site will coordinate ourriculum. 
studies, and external finding opportunities. 

8. Background and Ratianala. VA takes pride in its efforts to offer veteran 
patients high qualify ha'altticara. This has been achieved In the context affixed 
budgets and in accord with the expectab'ons of the laws and regulations that govern 
health services beheftts fbr veterans. Intemally, the Veterans Health Administration 
(VHA) has fostered qualify through restructured geographically integrated delivery 
systems, heightened customer awareness, and equitable disblbution of resources. 

More recanOy, addilianal pressures in the larger society to improve the quajify of 
healthcare and redun cost have come from many sectors. It is appropriate that federal 
programs in particular have been pressured to demonstrate qualify, systems redesign, 
effectiveness, cost-efficiancy, and eustomer value fbr dollar spent 

Leaders of change and improvement of value in and beyond healthcare have 
had the benefit of a large and rapidly growing body of knowledge and practice in 
systems thinking, systems redesign, and continual improvement to guide them. 
However, few clinicians providing care for patients in very complex erganizatians today 
are introduced to the knowledge, skills, and methods lik^ to help them succeed in 
designing, introducing, executing, and evaluating sustainable improvement in those 
settings. Unking the scholarly development of the science of continual improvement. 
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systems thinking, and innovation of healthcare with the professional development and 
education of physicians is fundamental to improving he^thcara. To accelerate the 
improvement of healthcare 'or veterans, it is timely for VHA to develop the academic ~ 
discipline driving the improvement of quality and value of healthcare. 

With its extensive experience in medical education, its national health system 
delivery network, and its focus on quality care for a defined population of patients, VHA 
presents a propitious setting in which to seed the development of this discipline. Thus, 
VHA will promote the leadership of healthcare improvement work by clinidans able to 
effect change, disperse knowledge by educating a group of future academic physidan 
leaders who can transport knowledge of the disdpline to other settings, and 
demonstrate its own commitment to ongoing improvement and innovation in the 
provision of healthcare to veterans. 

It is antidpated that each NQSFP host VAMC and Veterans Integrated Service 
Network (VISN) will benefit in important ways. First Senior Quality Scholars will 
develop a programmatic focus for academic resources at the fadlity and VISN level. In 
addition, the Fellows who are ultimately recruited into the program will ad as physidan 
leadersH'n-training of quality improvement efforts at the host VAMC and VISN; will 
provide valuable service to the host sites in administering improvement projeds; will 
heighten the awareness of consumer driven healthcare provision within the host VAMC 
and VISN; and will be prepared to assume higher level management positions upon 
completion of the fellowship. 


n. Policies 

Seleded sites will be provided with training support in two phases. This 
Program Announcement provides polides and guidance regarding the application for 
Phase One of the program. Guidelines for Phase Two vrill be sent to appropriate sites 
at a later date. 

A. Phase One - July 1. 1998 through June 30. 1999. ApplicaUons will be 
accepted for sites that will be designated VA National Quality Scholars Fellowship 
Program Sites. Up to S sites will be approved. At each sHe, a Acuity member will be 
designated a VA National Senior Quality Scholar. During Academic Year (AY) 1 998- 
1 999 (Phase One), OAA will support 2S% of the Senior Quality Scholar's salary to 
prepare the local site for full implementation, it is expeded that the Polity and VISN 
will support an additional 25% of the Senior Scholar's time. The combined 
OAAA/ISN/fadlity support will fund a total time commitment of 50% to the program. 

The Senior Quality Scholar vrill continue in his/her usual duties for the remaining 50% 
of time. In addition, OAA will provide each site with indired administrative support of 
$10,000. The CECS at Dartmouth and the White River Junction VAMC will serve as 
the hub site for the fellowship and will provide assistance in program vision, curriculum 
development, and coordination of the VA NQSFP. 
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B. Phaw Two - Begins July 1. 1999. Effective July 1, 1999, upon succassffjf 
recniHment of a cadre of VA National Quality Fellows, the sites will implement the full 
NSQFP with the implementatian of the Fellowship curriculum. Fellows will sp^ two 
years In a cum'culum that will have been developed locally and integrated nationally 
among the other field and hub sites. In this second phase, OAA will provido stipond 
support for up to two Fellows per year for a total of four Fellows per site. H is expected 
that the Senior Quality Scholar who will direct the local program will be supported by 
his/her fadlity and VISN at the 25% level for the confinued leadership of this program. 


- in. Program Requirements 

During Phase One, the Senior Quality Scholar at the approved field sites will 
provide leadership for the development of infrastructure at the fadlity and VISN levels 
fbr the Program. He/she will establish a clearly identifiable program that encourages 
collaboration airiong the administrative leadership, induding the fadlity Director, VISN 
Director, the ViSN Qualify Management Officer, and deans or department chairs Within 
the affiliated university in such areas as public health, public administration, business 
administration, or health administration. In addition, he/she will work closely with 
dinical leadership-induding the chief of staff, dinical service manager, and 
appropriate dinical service chiefs— to ensure.a program that contributes value to 
veterans health care. 

The local partnership with the academic affiliata(s} will be strengthened around 
academic components appropriate to the NQSFP. Curriculum for the fellowship will be 
developed in collaboration with the hub site, local and VISN administrative leadership, 
and academic resources. A strategy will be refined to recruit the best possible fellows 
for Phase Two. Public and organizational awareness of the NQSFP will be developed 
in the effort to develop stakeholder buy*in for the Program. 

The Senior Qualify Scholar will serve as the Fellowship Program Director. 
He/she will develop a cohesive and identifiable program that integrates the research, 
educational, dinical, and admirustrative components of the fadlity and VISN in 
conjunction with the hob site, the affiliated medical school/universify, and VA 
Headciuarters. The Senior Scholar will nominate highly qualified candidates for 
fellowship positions to OAA so as to have a NQSFP in place by July 1, 1999. 

During Phase One, the hub site— the CECS at Dartmouth in cpllaboration with 
the staff at White River Junction VAMC— will provide strategies that build the 
collaborative strengths of the national network, provide a program to facilitats 
enhanced quality improvement knowledge fOr the Senior Qualify Scholars, and provide 
benchmark curricula for the NQSFP. This will be accomplished by two^y interactive 
video and on-site conferences for the Senior Qualify Scholars to be held at Hanover 
and White River Junctioa 
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The successful sponsoring facilities and VISNs will provide the following; 

• Leadership and convnitment to a culture of quality improvement 

■ A strong quality improvement research program 

• Administrative infrastructure for a successful fellowship program including 
two-way interactive video equipment 

■ Commitmertt to participate in a networiced national quality improvement 
program 

• Facility and VISN directors who will participate as effective administrative 
mentors for fellows 

• Commitment to cover costs of distance learning including the interactive 
video broadcasting and travel expenses for Senior Quality Scholars to attend 
up to three meetings in the Hanover area, travel for fellows to attend a 
Summer symposium in the Hanover area, and travel and registration ft>r the 
Senior Scholar and fellows to attend the annual meeting of the Institute for 
Healthcare Improvement 

• Clinical resources to support an excellent fellowship program 

■ An affiliation with a university which has an established Master of Public 
Health, Master of Science, Master of Business Administration, and/or Master 
of Health Administration degree program with such courses as biostatistics, 
epidemiology, research methodology, health policy, and health administration 
available for the Fellows. 


IV. Directions and application format 

A. The application must be sent from the VA facility appiying to be a VA NQSFP 
site through the VISN. 

B. Applications must indude the required information in the order shown below 
in Section V. 

C. The core document is not to exceed 10 single-spaced pages. Supplemental 
materials must be limited to 20 pages. Required letters of transmission and 
support and biographical material are not included in these page limitations. 

O. The narrative must be typed with a font no smaller than 10. 


V. Required facility and VISN informatian 

A. Transmittal letter signed by the facility and VISN Directors with the 
following Infoimation 

1 . Facility and VISN commitment to quality improvement with appropriate 
supporting eviderxs 

2. Fadlity and VISN commitment to be part of a national networiced quality 
improvement fellowship program 

3. A description of the unique conbibutions this facility and VISN can make to 
the national networked quality improvement program 
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4. Facility and VISN commitment to provide 25% release time for the VA 
. National Quality Senior Scholar. 

5. Directors' commitment to serve as administrab've mentors to scholars 

6. Facility and VISN commitment to provide the administrathre inlirastructure 
for the program induding commitment to make equipment and 
administradve support available for two-way interactive video lecture 
series up to every two weeks 

7. Strategy to incorporate the VISN into the support infrastructure for this 
fellowship site 

B. Proposed Senior Scholar and faculty Information 

1 . Provide name of the dinidan who will serve as the fellowship Senior 
Quality Scholar, develop the fellowship site, direct the program, and serve 
as the Fellows' mentor. Provide the following summary of the proposed 
Senior Quality Scholar's qualifications; 

a. Summary of quality improvement projects in which proposed Senior 
Quality Scholar has partidpat^. For each project, describe his/her 
role. 

b. His/her funded quality improvement related research induding titles of 
projects, source and dates of funds, and amount of funding. 

c. Citations of his/her artides, books, and abstracts published in the field 
of quality improvement 

d. Summaryofawards/recognitian which Senior Quality Scholar has 
received for his/her work in the field of quality improvement 

e. Number of colleagues Senior Quality Scholar has previously mentored, 
their disdplinefs). and their leadership accomplishments. 

2. Indude a letter fttm proposed Senior Quality Scholar stating his/her 
willingness to serve as the Fellowship Program Director and mentor. 

3. Describe additional Acuity and staff and their proposed contributions to 
the program. 

C. Research, aducadonal, and clinical resource availability to Implement 
the fellowship program at the VA facility and VISN 

1. Research resources 

a. Describe current fadlity and VISN quality improvement research 
activities. For each prqjed, indude name of projed. name of 
investigator, source and date of funding, and ainount of funding. 

b. Describe quality improvement research fbd and opportunities fbr 
integration with the fellowship program. 

c Describe activities vrhieh will be undertaken during AY 98-99 to 
develop the research infrastructure fbr the fellowship program 
d. Describe other research resources available fbr the fellowship 
program. 

i. VA data bases 

ii. Other data bases 
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iii. Office space 

iv. Computers 

V. Computer support 
vi. Statistical support 

vD. Telephone two-way interactive video access 

2. Educational resources 

a Describe tacility and VISN educational resources available to the 
fellowship program. 

b. Describe activities that will be undertaken during AY 98-89 to develop 
the educational infrastructure for the felltrwshippragrariL Include not 
only affiliate-related activities but also orientation to the quality 
improvement program at the facility and VISN levels. 

c. D^cribe specific commitments the academic affiliate has made to 
support the fellowship prograth such as tuition waivers for specific 
courses, personnel, space, etc. 

d. Provide letters of support from proposed participating affiliated 
medical schoolfs), and imiversity school(s) of public health, business 
administration, public administration, etc. 

3. Clinical resources 

a. Descnlie activities which the Senior Quality Scholar will undertake 
during AY98-99 to develop ^e clinical infirastructure fbr the fellowship 
program. 

b. Describe VA and non-VA clinical resources available for fellows. Give 
rationale for how these sites will support the professional deveiopmarrt 
of the fellows. 

e. Provide letters of support from any non-VA site{s) about willingness to 
be clinical rotation site(s}. 

VL Review guidelines. A panel of experts will determine the merit of each application 
based on the inform a tion in the application. The weighting of each category is shown 
below. 


Cateoorv 

Weight 

Facility and VISN commitment 

20 

Senior Scholar and faculty 

20 

Research resources 

20 

Educational resources 

20 

Clinical resources 

20 


100 (Total) 
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VU. Timetabla 



April 24, 1998 

Receipt of completed 
applications in OAA 

^election 

Process— VA 

April-May, 1998 

Review Panel scoring of 
applications 

National Quality 
SKas and Senior 
Sctiolara 

Junel. 1998 

Notification of awards to 
sites 

Phase One 

Julyl, 1998 

September, 1998- 
February, 1999 

March 15.1999 

Development of 
infrastructure for Quality 
Fellowship sites and 
Establishment of National 
Quality Scholars 

Fellowship Program 
Network 

Recruitment of first 2 
National Quality Feltows 
per site 

Nomination of fellows to 
OAA 

Develapment of 
Site 

Infirastructura 

Phase Two 

Julyl. 1999 

September, 1999- 
February, 2000 

March 15. 2000 

2 first-year Fellows per 
site begin program. 

Recruitment of second 
cycle of Fellows 

Nomination of Fellows to 
OAA 

VA National 
Quality Scholars 
Fellowship 
Program 

July 1, 2000 

Second set of 2 first-year 
Fellows per site begins 
program. 


Full complement of 4 
Fellows per site in place 
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VIII. Definition of terms. 

For purposes of this program announcement, OAA is using the following 
definition of terms: 

. A. Fellows -highly qualified, post-residency physidan trainees whom the Senior 
Quality Scholar will recruit and nominate to VA Headquarters for partidpation 
tor 2 years in the VA National Quality Scholars Fellowship Program 

B. Hub Site— that site, i.e.. the Center for the Evaluativa Clinical Sdences at 
Dartmouth and White River Junction VAMC, which will provide expertise in 
program vision, curriculum development, and research coordination for the VA 
National Qua% Scholars Fellowship Program 

C. Phase One - That period of time extending from July 1 , 1 99S - June 30, 

1999 during which the VA National Quality Scholars Fellowship Program 
Senior Scholar and the local host site will develop the host site infrastructure 
for toll program bnpismentation effective July 1, 1999. Implementation 
activities wili indude curriculum development in conjunction with the hub site 
at the Center tor the Evaiuative Clinical SderKes at Dartmouth/White River 
Juncb'on VAMC and collaboration with the affiliated medical school/university 
to obtain tuition waivers for pertinent courses. Other Senior Quality Scholar 
activities wili indude assessment and beginning coordination of suitable 
research and dinical activities, partidpation in progranvwide video 
conferences as well as conferences on site at Hanover and White River 
Junction to develop the National Quality Scholars Network, and recruitment 
and nomination of two fellows to begin the program 

O. Phase Two - That period of time beginning July 1 , 1 999 when the first 
approved fellows will begin the program and recruitment will start for the 
second cyde of fellows 

E. Senior Quafi^ Scholar -the VA fedlity physidan responsible fbr lhe 
development and implementation of the VA National Quality Scholars 
Fallow^ip Program locally. He/she will direct the program at the fedlity level; 
develop the infrastructure: provide daily leadership; serve as a mentor to the 
fellows; and provide the necessary collaboration and coordinafion with the 
VISN, the medical schooltoniversity affiliate, VA Headquarters, the hub site, 
and other sites. 

F. VA National Quality Scholars Fellowship Program-a 2 year post- 
residency physidan training program which will provide research, education, 
administrative, and dinical training in the field of quality improvement 



OC ForAirtharlnfonnatien 


For information regarding this Program Armouncsment, call Eliza WoHf. Dr.P.H. 
(141 ) at 202.273.8384 or the Chief Academic Affiliations Officer, David P. Stevens, 
MO (14) at 202.273.8946. 


X Mailing Instructiona 

Submit five copies of the oompletad application so that OAArecaivas them no 
later than COB, Thursday, Aprfl 24, 1998. Send applications to the address shown 
below. 


Office of Academic Affiliations (141) 
Attention Eliza WoHf, RN, Or.P.K, Room 838 
VA Headquarters, 

810 Vermont Avenue, NW 
Washington, DC 20420 


We Regret that NO FAXES will be accepted. 
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STATEMENT OF DR. JOHN H. MATHER 
ASSISTANT INSPECTOR GENERAL 
FOR HEALTHCARE INSPECTIONS 
DEPARTMENT OF VETERANS AFFAIRS 

BEFORE THE SUBCOMMITTEE ON HEALTH, 

COMMITTEE ON VETERANS' AFFAIRS, 

UNITED STATES HOUSE OF REPRESENTATIVES 

OVERSIGHT HEARING ON 

THE EFFECTIVENESS 
OF QUALITY MANAGEMENT IN THE 
VETERANS HEALTH ADMINISTRATION 

MARCH 19, 1998 

Mr, Chairman and Members of the Subcommittee, I appreciate the opportunity to 
appear today to discuss the effectiveness of quality management (QM) in the Veterans 
Health Administration, focusing, in particular, on a report recently released from the 
Department of Veterans Affairs Office of Inspector General’s Office of Healthcare 
Inspections. 

Introduction 

The Office of Inspector General (OIG) has a mandate to provide independent oversight 
of the Department of Veterans Affairs (VA). The OIG is accountable to both Congress 
and the Department in carrying out its mission to promote economy, efficiency, and 
effectiveness in VA operations; to detect and prevent fraud, waste, and abuse in VA 
programs; and to monitor VA’s medical quality-assurance programs. This oversight of 
the quality of medical care provided to veterans by the VA addresses the very essence 
of the OIG mission-and joins us with Department management and Congress as we 
strive together to ensure that quality healthcare services are delivered to veterans in a 
cost- effective, efficient, and timely manner. The Office of Healthcare Inspections (OHI) 
was established in the VA OIG in 1991 coincident with the continuing and, indeed, 
increasing prominence of quality assurance (QA), as well as the need for oversight of 
healthcare systems in the Department. The OHI is co-equal organizationally with the 
OIG’s Offices of Audit and of Investigations. 

The OHI fulfills for the Inspector General the primary focus for general oversight and 
monitoring the Veterans Health Administration’s (VHA) QA activities and programs, and 
oversight of the VHA’s Office of the Medical Inspector (OMI). Oversight of VA’ QA 
programs at all levels, particularly its VA headquarters was specifically mandated by 
Congress. These broad responsibilities, including oversight of QM, are ongoing and 
become most specific as program oversight evaluations. Hotline inspections, and the 
development of a Quality Program Assistance review for assessment of overall quality 
at VA medical centers (VAMCs), 

Program Oversight of QM in VA’s Veterans Health Administration 

Early in 1997, OHI initiated an evaluation of VHA’s QA program at the request of the 
Senate Committee on Veterans’ Affairs. This review was to focus on QM and 
encompass: 

1 . A comprehensive evaluation of the VHA's current QA activities, including those at 
the Department of Veterans Affairs Central Office (VACO) level, the Veterans Integrated 
Service Networks (VISN) level, and the local VAMC level. 

2. Identifying specific guidance provided to field facilities about QA matters, 

3. Identifying the number of personnel who are assigned QA responsibilities on a full or 
part-time basis, and determine if they have the resources, authority, and access to 
ensure that veterans receive quality care. 
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This review was completed and a Final Report was issued February 17,1998: Quality 
Management in the Department of Veteran’s Affairs Veterans Health Administration . 
(8HI-A28-072) and a copy of this extensive report was provided to this Committee. Its 
issuance came after Senator John D. Rockefeller IV, Ranking Minority Member, SCVA, 
had provided a Staff Report on Quality Management in the VHA . December 19, 1997, to 
the Veterans Administration. The Undersecretary for Health (USH) provided a detailed 
response to the Senator’s report on January 13, 1998. The QIC’s Final Report on VA’s 
QM, referenced above, is more extensive in its approach, more detailed in its 
examination of the issues, and provides clear and substantive evidence for its 
conclusions. Its recommendations do not conflict with the three issues addressed in the 
Senator’s Staff Report. The nine recommendations in the QIC Finai Report 
encompass, with greater specificity, all the areas in the SCVA report. 

An Overall Framework 

VHA is challenged with having to ensure the operation of an effective QM program in 
what is one of the largest and most complex healthcare systems in existence today. As 
VHA moves towards ambulatory care and increased performance accountability in its 
healthcare system, QM processes also must adapt, and VHA has initiated accordingly 
many changes. For example, VHA is developing more medical and quality-related data 
and information systems that have the potential to help providers treat patients more 
effectively. Also, it would enable managers to review or change systems to improve 
quality of care, and to reduce the potential for adverse events. 

The QIC's oversight review looked very carefully at the QA and QM programs that 
existed prior to the beginning of Fiscal Year 1996, and compared them to existing 
programs. Throughout this inquiry it was accepted that quality has three fundamental 
and inter-dependent components; stmcture . process and outcome . The various 
frameworks used earlier in VHA’s development of QA policies, and the one the USH 
has now promulgated, have all these components in common. 

The stmcture component involves the basic characteristics of physicians, hospitals, 
other healthcare professionals, and varieties of healthcare facilities. It describes the 
level of education and credentials of these healthcare professionals, an appropriate mix 
of hospitals, ambulatory clinics and nursing homes or other long-term care alternatives, 
and specialized programs. It includes well-maintained medical records and good 
mechanisms, such as automated systems, for communication between clinicians. For 
example, are the orthopedic surgeons well trained and board certified? Is the 
diagnostic x-ray equipment up-to-date and maintained properly? Structure is the 
configuration of the staffing and technicaily appropriate facilities in which the medical 
care is provided. 

The presence of a solid structure provides the organizational framework of policies for 
the process of medical care. A‘ concern for process suggests that quality is more than 
just having the right healthcare professionals and facilities available, but means that 
appropriate care is provided in a timely and efficient manner. Process includes asking 
questions such as: Was the surgery for a painful back treated in the most up-to-date 
manner? Are the diagnostic x-rays performed for patients with a clear need? 

The third component, outcome , reflects the end result of care. Was the disease cured 
or disability reduced? Was the disease cured competently and, given what is 
scientifically known to be possible, was disability reduced as much as it could have 
been? Did the patient suffer and were there complications as a result of the treatment? 
A lot is known about the parameters of appropriate medical care and yet what is not 
known remains significant. Outcomes need to be measured to not just know what types 
of care assist patients but so those instances of poor outcomes are identified and can 
be corrected. For example: Was the pain in the back relieved by the surgery and, if 
not, what might have been a more appropriate result? Were the x-rays interpreted 
correctly and did they contribute to useful outcomes? 
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Points of Emphasis in the Oversight Review. 

In developing this overview of N/HA's QM program, OHI gave careful consideration to a 
number of factors. A primary concern was to conduct a careful and robust oversight 
review while simultaneously remaining alert to the continuing changes in the VA’s 
healthcare system. These dramatic changes were, in many instances long overdue 
according to previous OIG assessments. This review sought to emphasize the most 
effective changes in structured, process and outcomes and not substitute another 
approach. If anything, the recommendations reemphasize and give added impetus to 
the USH in the approach to making the delivery of optimal quality of medical care to 
veterans the first priority in VHA. 

OHI concluded that, in general, VHA has many QM policies that discuss 
reasonable approaches and processes designed to ensure good quality care. 

These policies help to ensure effective, high-quality care at minimal risk, only if 
clinicians and support staff consistently implements them. However, consistent 
implementation has always been, and continues to be, a problem. Inconsistent 
and ineffective policy adherence, plus the failure to use the latest available 
information to improve systems, render policies ineffective and create the 
impression that QM efforts are wasted. VHA managers need to continue 
addressing this problem. 

OHI believes that VHA managers who are directly and indirectly responsible for 
delivering healthcare must ensure that medical and quality data are accurate, 
timely, complete, and useful. VHA employees are currently working to provide 
healthcare providers, and managers, more immediate access to patient 
information on-line, rather than relying on retrospective data stored in VHA 
electronic archives or files. More immediate or current data analyses could 
potentially improve many of the present review mechanisms, but only if the data 
are current and valid. Data validation has been a long-standing problem in VHA 
and continues to require significant management attention before it is resolved. 

Additionally, VHA's continued movement towards a more decentralized 
management structure can lead to fragmentation of knowledge, which, in turn, 
will inhibit the senior field managers' ability to apply lessons learned and best 
practices. If a facility or network manages to identify and correct a system 
weakness, it is not clear how other facility or network managers would learn 
about such improvements, and make similar adjustments and avoid future 
incidents. Additionally, OHI did not identify any single entity or database that can 
provide information about all quality-related issues. VHA may need to 
benchmark itself in this area with other large healthcare delivery systems. 

General Observations on Quality Management 

The review involved interviewing senior VHA managers who guide, conduct, or oversee 
medical QM activities, as well as field-based QM employees. Extensive volumes of 
VHA QM and QM-associated documents were reviewed, including historic information, 
and information that relates to current QM activities. 

a. Observations on the Effectiveness of VHA’s Quality Management 

The OHI report discusses the QM program that existed in VHA prior to 1995, and 
compares the primary aspects of that program to the Under Secretary for Health's 
12 dimensions of healthcare quality. (See Appendix I.) VHA has created a QM 
program structure with many policies and processes, which, if applied consistently and 
effectively, would adequately monitor the quality of care in VAMCs, identify problems in 
a timely manner and ensure that corrective action is taken so that VHA patients receive 
good quality care. However, OHI found several areas in VHA's QM program, and its 
components, which require continuing and conscientious management attention. For 
the veterans and others utilizing VHA's healthcare system to be better assured of 
receiving high-quality, efficient healthcare, the OHI report observes that the Under 
Secretary for Health must fully support and implement the 1 2 dimensions of healthcare 
quality. 
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It was concluded that the 12 dimensions would be more evidently and effectively 
supported and implemented by elevating the current Office of Performance Quality 
(OPQ) to report directly to the Under Secretary for Health, and by incorporating all key 
programmatic and structural components under the administrative direction and 
leadership of that office. These components should include Credentialing and 
Privileging, the Risk Management Oversight Committee (now the Patient Safety 
Improvement Initiative), the Lessons Learned activity, the National Patient Safety 
Partnership, the Patient Safety Improvement Awards Program, and the Quality 
Achievement Recognition Grant. The elevated office should also have responsibility 
and line authority for QM education and training, and for the lead in developing a QM 
research agenda. This would be consistent with the declared intent of the Under 
Secretary for Health to give significant, and greater prominence to issues of assuring 
optimum quality of services in VHA. The OPQ needs to fulfill its full scope of 
responsibilities, additional staff, mainly through the transfer of functions with the 
accompanying staff, are needed. 

Additionally, the OHI report concludes that the Under Secretary for Health needs to 
emphasize, and strengthen, the role and resources of the OMI. Mechanisms are 
needed for the elevated OPQ and the OMI to work in close collaboration on a 
reconstituted QM program. 

VHA's former annual QM reporting mechanism (Blueprint for Quality) was found to have 
been very useful and a similar report needs to be re-instituted. Additional publications 
and guidance that would strengthen the QM program would include trending and 
reporting a compilation of all external review findings for facility-level managers, a QM 
reference guide to standardize processes in the field, and guidance for required 
reporting to external agencies. 

b. Example of a Program Change 

OHI concluded that the VHA's QM program has always been in an evolutionary mode, 
attempting to keep up with, or lead the field in, state-of-the-art methods of effectively 
evaluating the quality of medical care. In its most recent changes, since fiscal year 
(FY) 1995, VHA managers have added several methods for evaluating care, and have 
reorganized many of VHA’s previous QM methods. These changes have resulted in the 
discontinuation of only one previously used QM tool - the Quality Improvement 
Checklist (QUIC). Although VHA managers abolished QUIC, the clinical indicators that 
QUIC measured are still available for use in a nationally distributed, automated 
database entitled the “KLFMenu.” Thus, there has been no net loss of QM information 
during this transition. However, VHA needs to consolidate and package this data in a 
much more user-friendly manner, as well as train staff on how to access and analyze 
the data appropriately. 

c. Staffing and Resources for Quality Management 

Using a questionnaire, an attempt was made to obtain an accurate inventory of VHA 
employees with at least 30 percent of their time devoted to QM activities in VA medical 
centers, VISNs, and VHA Headquarters. 

The OHI survey of VHA personnel involved in QM activity found that VHA has a 
significant number of personnel dedicated to QM and are devoted to most of VHA's pre- 
1 995 QM activities that continue to exist today, although perhaps in different formats. 
Concerning the volume of dedicated QM staffing resources in VHA: the conduct of the 
sun/ey of personnel who spend one-third or more of their time in direct QM-related 
duties gave some simple numbers (e.g., QA, utilization review, and risk management). 
The results showed that about 1 ,700 FTEE (or a total of about 2,000 persons) 
participated directly in QM activities and specific QA programs such as utilization review 
and risk management. However, the wide variations in the number of employees in 
VHA facilities directly involved in QM will warrant a follow up to determine the reasons, 
effect and implications of these variations. 
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d. Additional Specific Observations 

A number of specific additional observations were made such as: 

• The National Customer Feedback Center should be examined to ensure that 
it has the necessary resources to more promptly compile and report results of 
patient surveys and to promptly develop the long-term care survey. 

• Credentialing and Privileging (C&P) remains a concern and of other external 
oversight agencies mostly related to recently disclosed situations, and VHA 
should conduct an inquiry on VAMC compliance with reporting to the National 
Practitioner Data Bank. 

• The policy on resident supervision does not reflect VHA's current Network 
structure. The policy is nearly 5-years old and outdated. 

• A lack of consistent policy implementation may continue to be a problem. 
Inconsistent and ineffective policy adherence, plus the failure to use available 
information to improve systems, render policies ineffective and creates the 
impression that QM efforts are wasted. Until policy implementation regarding 
QM programs is consistently applied throughout the VHA system, the QM 
program is at risk, as illustrated in several areas of the report. 

• VHA managers responsible for delivering healthcare must ensure that 
medical and quality data are accurate, timely, valid, and useful. OPQ staff 
are currently working to provide healthcare providers and managers with 
more immediate access to patient information on-line, rather than 
retrospective electronic data stored in VHA archives or files. More immediate 
or current data analyses could improve many of the review mechanisms in 
existence to date. 

• VHA's decentralized management structure has, in some cases, resulted in a 
fragmentation of knowledge. This appears to have inhibited senior field 
managers' ability to apply lessons learned and best practices gained in areas 
other than their own. Furthermore, there is no single entity or database that 
can provide information about all quality-related issues or data. VHA may 
need to benchmark itself in this area with other large healthcare delivery 
systems. 

Response to Recommendations in the Final Report 

The nine recommendations in the Final Report are consistent with the findings. (See 
Appendix II.) 

The Undersecretary for Health (USH) concurred in all the recommendations, although 
some of them were with some minor qualifications, which OHI found to be completely 
consistent with the spirit of the recommendation. It is recognized that VHA's medical 
QM program is continually evolving. The USH provided in support of the 
recommendations numerous memorandums and information letters. These documents 
announced several initiatives and, in particular, a January 9, 1998 memorandum that 
clarifies the role and internal operating relationships of the OMI, and assigned a staffing 
level of 22 full-time employees. This most positively responded to all the issues in the 
February 1995 report on the QMI. 

Besides the most significant organizational realignment of the Office of Quality and 
Performance Management to report directly to the UHS, a QM Integration Council was 
established in VHA headquarters. A new position of VISN QM Officer was established, 
and the 1 997 Risk Management policy was re-issued, without any substantive changes, 
as the Patient Safety Improvement policy, and the Adverse Events Registry is now the 
Sentinel Events Registry. 
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An Analysis and Present Status. 

The overall impression is that the USH has now placed the issues concerning the 
assurance of quality of care to veterans as one of the highest, if not the highest, 
priorities within VHA. On December 8, 1997, the USH published an important Directive 
concerning the Core Values to be adhered to throughout VHA. This statement of VHA 
core values is to be reflected in the value statements of all VHA facilities and VISNs. 
These core vaiues are trust, respect, commitment, compassion, and excellence. It is 
from these core values that various managerial activities and decisions will derive to 
reinforce the need for accuracy and consistency throughout VHA’s QM program. 

Extensive management follow up will be required by the VHA to ensure that the 
recommendations in the OHI’s report on QM are effectively implemented. Moreover, 
the OHI believes that the USH needs to ensure that senior managers are held 
accountable for the effective implementation of the report recommendations. 

As stated earlier. The actual staffing levels and the resources at the VISN level and in 
the VAMCs were found to be very variable and consequently there will be a continuation 
of the work that has been started. The wide ranges in reported staffing levels will be 
analyzed in more depth, and on-site visits will be performed to understand whether the 
staffing variations are appropriate. The Under Secretary for Health established network 
Statistical Consultants in the Risk Management (renamed the Patient Safety 
improvement) policy nearly 6 months ago. The requirement for Statistical Consultants 
was a positive step; however, the system-wide responsibilities and procedures still need 
to be developed. Maybe they are supposed to simply be a dedicated VISN resource, 
although the Patient Safety Improvement policy would seem to require a more definitive 
proactive role. Their actual working relationships with the VISN QM Officer have yet to 
be defined fully and in detail. 

Two of the recommendations in which the USH concurred are dependent on the 
achievement of a much higher staffing level in the OMI. The analysis of the National 
Practitioner Data Base was originally given as an assignment to the OMI by the USH on 
May 10, 1995. The evidence from other inspections by the OMI and the OHI 
demonstrate that this may be a more serious issue than any further delay would 
warrant. OHI’s oversight of the C & P processes continues to demonstrate problems. 
The USH might seriously consider providing the OMI with several personnel on a time- 
limited detail to immediately initiate and conduct this work. 

The USH is committed to ensuring that VHA personnel are suitably trained in QA. In 
particular, 20 hours of Total Quality Improvement training is to be provided to each 
employee each year. It is questionable, however, whether there are enough qualified 
trainers in VHA to ensure that this training is completed in the near future. This may be 
a serious problem that should be reviewed carefully for feasibility. 

Future Analytical Work 

OHI is developing two follow-on QM evaluations, which will complement the findings of 
this report. These two evaluations will clarify more definitively, VHA QM staffing 
patterns, assess the resources available to QM staff, and determine QM employee 
authority to make changes that their findings indicate may be necessary. At each level, 
OHI will assess more precisely the roles that staff fulfill and particularly evaluate, at the 
VISN level, the roles and cooperation between the QM Officer and the Statistical 
Consultant. The other program evaluation will assess the effectiveness and utility of 
external accreditation body’s efforts in improving and maintaining the quality of patient 
care. This evaluation will review operations of such organizations as the Joint 
Commission on the Accreditation of Healthcare Organizations (JCAHO) and the 
Commission on Rehabilitation Facilities Accreditation (CARF), as they apply to the 
VHA's QM and initiatives for improvement in patient safety and care. 

Conclusion 

The OHI is a QA oversight office, unlike any other in government, including the rest of 
the OIG community, it has direct clinical and QA oversight responsibilities under law. 
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The task of monitoring a health system's effectiveness and overseeing its QA activities 
has proved to be most challenging as OHI has conducted a careful assessment of 
VHA’s QM program. 

In a rapidly changing environment, VHA has made significant commitments to enhance 
its activities in all facets of its QA. The personnel and other resources devoted at all 
levels of VHA continue to be assigned and eventually a cohesive leadership may 
emerge. OHI, on behalf of the OIG, will continue to monitor the implementation and 
effectiveness of VHA's QM activities. 
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Appendix I 

VHA’s12 Dimensions of Healthcare of Quality Management 

Source: Appendix 3, Under Secretary for Health letter to John D. Rockefeller IV, 
January 13, 1998 

I. Personnel Credentialing and Privileging 

A. Board certification 

B. Licensure 

C. Scope of practice 

D. Mentoring 

II. Facility and Program Accreditation and Certification 

A. Joint Commission on Accreditation of Healthcare Organization 

B. Commission on Accreditation of Rehabilitation Facilities 

C. College of American Pathologists 

D. American Association of Blood Banks 

E. Nuclear Regulatory Commission 

F. American College of Radiology 

G. American College of Surgeons 

H. Accreditation Council on Graduate Medical Education 

I. American Psychiatric Association 

J. Others 

III. Projected Clinical Case Strategies 

A. Utilization review 

B. Pre-admission screening 

C. Primary Care 

D. Telephoned linked care 

E. Practice guidelines and clinical pathways 

F. Care management (e.g., case management) 

G. Decision support aides 

H. Provider profiling 

I. Contract specifications 

J. Shared decision making 

K. Palliative care 

L. Others 

IV. Care Monitoring Through Performance Indicators 

A. Prevention Index 

B. Chronic disease care index 

C. Surgical morbidity and mortality rates 

D. Medical cohort survival rates 

E. Long term care Minimum Data Set 

F. Readmission rates 

G. Mental health performance indicators 

H. Functional outcomes (e g., SF-36, FIM, ASI) 

I. End of life planning 

J. Case registries (e.g., cancer, spinal cord dysfunction, AIDS, clozapine, 
pacemaker, other) 

K. Other 

V. Internal Review of Care 

A. Clinical pathology conferences 

B. Morbidity and mortality conferences 

C. Ad hoc review teams 

D. Process action teams 

E. Bioethics committee reviews 

F. QM officer reviews 

G. Sentinel Events Registry review 

H. Patient Safety Improvement Oversight Committee reviews 

I. Other 
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VI. External Review of Care 

A. Contracted external peer review 

B. Office of the Medical Inspector 

C. Office of the Inspector General 

D. Government Accounting Office 

E. Congress 

F. Press/tnedia 

G. Veteran service organizations 

H. Consultants 

I. Academic affiliates 

J. Quality-related advisory committees 

VII. Patient Reported Outcomes 

A. Patient focus groups 

B. Patient satisfaction surveys 

C. Patient complaint tracking 

D. Patient advocates 

E. Service Evaluation and Action Teams 

VIII. Patient Safety Improvement and Risk Management Activities 

A. Adverse Event Registry 

B. Focused reviews 

C. Boards of Investigations 

D. Root cause analyses 

E. Morbidity and mortality conferences 

F. Occupational health and safety reviews 

G. Tort claim analysis 

H. Other 

IX. Organized Continuous Quality Improvement Activities 

A. Bainbridge strategic planning 

B. Awards and recognitions 

C. National Quality Council 

D. 360° personnel evaluations 

E. Employee satisfaction surveys 

F. Patient Safety Improvement Oversight Committee 

G. QM Integration Council 

X. Education 

A. Heaith professionai training 

B. Workforce development 

C. Organizational education 

D. Other 

XI. Research 

A. Health services delivery studies 

B. Clinical care studies 

C. Biomedical studies 

D. Technology assessment and review 

XII. Management of Change 

A. Executive performance agreements 

B. Resource allocation strategy 

C. Standardization of language 

D. Integrated collaborative planning 

E. Other 
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Appendix II 

Report Recommendations 


Source; "Quality Management in the Department of Veterans Affairs Veterans Health 
Administration,” Report Number: 8HI-A28-072, February 17, 1998. 

In order for veterans who use the VA for their healthcare to be better assured of access 
to high-quality and cost-effective medical care, the Under Secretary for Health should 
fully support and implement the 1 2 dimensions of healthcare quality by: 

(a) Ensuring an effective system-wide coordination of QM activities 
through reconstitution of the current OPQ as an office that directly 
reports to the Under Secretary for Health and that is designated as a 
focal office in VHA Headquarters for QM activities throughout VHA. 

(b) Reconstituting OPQ by expanding upon its current roles and functions, 
consistent with its focal QM designation in VHA Headquarters for QM 
activities throughout VHA, to include, by transfer from other VHA 
Headquarters certain key components and activities: 

• The C&P activity. 

• The management and chair of the RM Oversight Committee. 

• The administration of the “Lessons Learned” activity. 

(c) Designating OPQ as the headquarters administrative component that 
provides essential leadership for; 

• The National Patient Safety Partnership. 

• The Patient Safety Improvement Awards Program. 

• Th Quality Achievement Recognition Grant. 

• Formulation of cohesive and ongoing QM education and training. 

• Providing the impetus for development of a QM research agenda. 

(d) Providing OPQ, in order to effectively fulfill this expanded role and 
function, sufficient staff through transfer of the personnel presently 
associated with the reassigned components and activities and 
additional staff, including the augmentation of its field components. 

2. Resolve the role, function and staffing of the OMI, as well as the OMI's investigative, 
analytic, and reporting procedures, and establish mechanisms for close collaboration 
with the reconstituted OPQ. 

3. Re-institute an Annual Report to Congress, beginning at the end of FY 1 998, on 
VHA’s QM activities, similar to the previous Blueprint reports. 

4. Examine methods of collecting and displaying QM trend data and information, such 
as a tri-annual compilation of JCAHO, OIG, GAO and OMI recommendations, last 
available for FY 1991-1993. 

5. Reconsider re-issuing the QM Reference Guide or providing an alternative effective 
mechanism for guiding and directing VHA staff on all QM activities and the assigned 
responsibilities at all levels, VAMCs, VISNs and VHA headquarters. 

6. Issue a consolidated guidance to VAMCs on the requirements for providing reports 
to both external accrediting agencies, such as JCAHO and CARF, and to other Federal 
agencies, such as the Food and Drug Administration and the Centers for Disease 
Control, on medical ‘errors,’ such as sentinel events, blood transfusion mismatches, 
adverse drug reactions, infectious diseases, etc. 

7. Re-examine NCFC operations to ensure that there are sufficient resources to 
provide timely feedback of patient satisfaction information and accelerate the 
development of a long-term care patient satisfaction sun/ey. 
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8. Conduct an inquiry as to whether VAMCs are effectively complying with the policy on 
the use of the National Practitioner Data Bank (NPDB). 

9, Revise and reissue the policy on resident supervision so that it reflects VHA's current 
Network structure, and build on opportunities inherent in the cyclical review of residency 
training programs conducted by the ACGME. 
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Mr. Chairman and Members of the Subcommittee, I am Dr. Maura Farreil 
Milier, a Gerontoiogical Nurse Practitioner at the West Paim Beach Veterans Affairs 
Medical Center in Paim Beach Gardens, Fiorida. As President of the Nurses 
Organization of Veterans Affairs (NOVA), I thank you for the opportunity to present 
testimony on the issue of quality of care within the DVA. Since the inception of 
the Department of Veterans Affairs (DVA), the VA has been a national leader and 
trend-setter in developing programs for the provision of quality care. NOVA 
applauds Undersecretary for Health, Dr. Kenneth Kizer, for his visionary initiatives 
to further improve the quality of veteran health care. The DVA health care system, 
like private sector health care systems, is being driven by demands for lower cost, 
greater accountability and higher quality. The "Consumer's Bill of Rights" is just 
one example of such demands by consumers of health care, the veterans we serve. 
In Dr. Kizer's Vision for Change and Journey for Change, Dr. Kizer outlines many 
changes which are occurring within the DVA that will make our reorganized system 
cost effective, more efficient, comprehensive, and patient centered. But what is 
nursing's role to ensure quality in this plan for change? 

NURSING'S ROLE IN QUALITY OF CARE: 

Registered nurses have historically been active participants in VA quality 
improvement programs and are the professionals most able to assess the pulse of 
VA health care. All levels of nursing staff are involved in peer review processes 
and in credentialing and privileging processes to ensure that staff are adequately 
trained and licensed to provide the appropriate level of care within their scope of 
practice. They are the largest single group of health professionals and represent 
one, if not the, primary clinical intervention in many institutional settings. 

Registered nurses are members of interdisciplinary teams who are providing 
undeniably excellent care to our nation's veterans. Registered nurses are quality 
control gatekeepers along the continuum of care and in all practice environments, 
critical to both early detection and prompt intervention. They are the cornerstone 
of the professional surveillance system in hospitals because they are the only 
health care professionals at the bedside around the clock. Thus they are in the 
best position to identify patient complications and initiate rescuing interventions. 

Nursing case managers, for example, manage patients with complex medical 
and psychiatric needs along a continuum of care. They are the providers that 
prevent the patient from becoming "lost" in the maze of VA health care and from 
"falling between the cracks" in the system. Registered nurses affect patient 
outcomes by both their direct actions and influence over the actions of others. 
Quality patient outcomes are predicated on nurses' direct clinical interventions on 
behalf of individual patients. 
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In addition, registered nurses influence the actions of other VA personnel 
through Headquarters, VISN, medical center, and unit level organization. They do 
this through the policies, norms, and culture they develop, change, and /or 
maintain. Registered nurse executives are now succeeding in broader health care 
leadership positions at all levels of VA hierarchy. They take proven leadership 
skills and competencies learned in the nursing realm to these new positions, thus 
assisting with the success of reorganizing DVA. VISN 8 is a positive example of 
integration of executive nursing management into leadership roles throughout the 
VISN and medical centers. Dr. Robert Roswell, VISN Director, should be 
acknowledged for recognizing the strength that nursing brings to shaping and 
influencing the future of quality VA health care. 

What is Qualityi 

The science of measuring health care quality and performance is a work in 
progress. Adverse events are definable and measurable, but do not fully represent 
health care quality. But how do health care professionals define quality care? How 
do we measure it? Do we look at structure (that is the environment in which 
services are provided), process (the manner in which services are provided), or 
outcomes (the result of services)? 

The health care industry is still defining health care quality within three 
dimensions: (1) clinical quality which includes physiological outcomes and 
functional outcomes, (2) service quality, and (3) customer satisfaction. 

Performance measurement within these dimensions will help health care providers 
define quality. Dr. Kizer has determined that value will then be a calculation of the 
relationship between quality and cost. But producing quality health care to veterans 
and their families is not as simple as producing widgets in a factory. 

Advanced practice nurses and healthcare providers in outpatient clinics 
report they are feeling the pressure to "produce" increasing numbers of unique 
patients, while decreasing bed days of care (BDOC), decreasing cost of care [by 
decreasing lab tests ordered and subspecialty consults], while increasing quality of 
care. For example, data on the number of consults that each provider orders is 
being collected and is now part of "provider profiling". Hard data generated from 
provider profilings prospectively is being used to evaluate primary care from a fiscal 
point of view. From this data, the VA can hopefully generate best practice models 
to determine cost effective, high quality clinical pathways for our more complex 
patient populations. 

While it is agreed that the focus on productivity is important, healthcare 
providers have raised concerns about restrictions on the type of primary care they 
are being expected to provide. For example, complex medical patients who are 
stable on certain medications must now have their medication profile changed due 
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to VA formulary restrictions which limit the type of drugs a provider can prescribe. 
NOVA does not have access to data to determine the impact of such formuiary 
changes on patient outcomes. 

Weilness models of care have proven to be effective when providing care to 
young healthy populations. However the graying of our veteran population over the 
next 1 0 years may force drastic changes in care delivery on our journey for 
change. Elderly veterans with complex medical, functional, and psychiatric 
problems require more costly care even when provided by geriatric trained 
professionais. 

A recent study by Hoffman (1997) examined the impact of a geriatric 
multidiscipiinary assessment team on iength of hospital stay and utilization of 
hospital resources. Elderly patients cared for by a geriatric assessment team, when 
compared to those patients not foliowed by a geriatric team, had shorter BDOC and 
were discharged on fewer medications. This was true even though those followed 
by the geriatric assessment team were incontinent and had dementia. 

Considering the emphasis on functional health, it is possible that the need 
for specialized consults was picked up eariier and more frequentiy. Because of this 
emphasis on functionai heaith there were more dysphagia and occupational therapy 
consults generated per provider [and therefore higher subspeciaity costs]. Similar 
findings were also confirmed by VA researchers in other studies (Rubenstein, 

1991, 1984). Therefore, this increase in the number of speciaity consuits reiates 
to an initial increase in cost, but in the long run, a potential for savings with an 
improvement in quality care. 

Another concern of NOVA is that VA restructuring has forever changed the 
organization of nursing care delivery. Reducing nursing staffing, increasing the use 
of uniicensed personnei, implementing case management, developing critical 
pathways, establishing product (or service line) management, diminishing presence 
of staff devoted to research and education, and cross training of healthcare 
personnel to perform multiple tasks are common strategies utilized by both VA and 
private sector health care to cut health care costs. A report from the Institute of 
Medicine found that there was a iack of sufficient data to demonstrate the impact 
of these changes on patient safety and quaiity of care. 

Existing quality delivery systems are also in a state of flux. Loss of 
executive nursing leadership, for example, has resulted in "organizational 
confusion" at some facilities as a consequence of the push for reorganization into 
product lines. Processes historicaiiy coordinated by nursing service, like 
responsibility for Staffing a code blue team, raises questions about quality of care. 
Registered nurses have consistently agreed that major reorganization is necessary 
for the VA healthcare system to survive. But as one registered nurse stated "iet not 
throw the baby out with the bathwater." In VA healthcare settings where nurses' 
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authority is consistent with their judgment, nurses report that they: (1 ) exercise 
their professional judgment in a timely fashion, (2) exert control over the practice 
setting to focus resources as required for good patient care, and (3) establish 
positive relations with physicians and other interdisciplinary team members to 
facilitate exchange of important clinical information. 

Nursing staff ratios and nursing skill mix uniformly have been found to be 
correlates of differential hospital mortality rates, but research to date has devoted 
little substantive or analytic consideration to explaining this association. 

Widespread VA hospital restructuring initiatives have focused on modifying [usually 
reducing] nursing staffing ratios and skill mix, with little if any attention to 
evaluating the consequences on patient outcomes. Prospective nursing research 
studies are currently examining the impact of health care restructuring, and nursing 
care delivery on patient outcomes. NOVA looks forward to reviewing the results of 
such studies, and welcomes Congressional appropriations and VAHQ support for 
prospective, outcomes based, VA nursing research initiatives. 

MEASUREMENT OF QUALITY OF CARE: 

What is not clear to many is what new approaches should be used to 
improve the quality of patient care. The discipline specific avenues for 
communication and reporting quality improvement data have been dissolved with 
the institution of product lines. Nurses report that there remains a fear of reporting 
adverse events, and fear of job loss due to a reduction in force that may result as a 
consequence of reporting. Also, power struggles, such as increasing competition 
for a dwindling number of management positions within and among disciplines, 
have never before been experienced to this degree by VA staff. Senior nursing 
executives have reported being expected to reapply for their previously held 
management positions, causing gaps and delays in administration of patient care, 
along with the potential for loss of valuable, experienced resources. 

NOVA recognizes the need for improvement during reorganization, and 
applauds those who have recognized barriers to quality, implemented changes in 
process and achieved positive outcomes. A recent study by Lanza ( 1 997) 
recognized deficits in their quality plan, and identified strategies to improve the 
quality of VA care in a reorganized mental health product line. What is not clear 
is how the VA is measuring quality of care and what is being measured. Although 
there is an emphasis on preventive health activities and organizational performance, 
there is a lack of communication regarding measurement of patient outcomes. It 
appears that measurement of patient outcomes at the local level rhight also bo 
developed on a VISN and national level, if appropriate, for a global measurement of 
quality of care in the VA. 
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For example, patients enrolled in the cardiac rehabilitation program at one 
medical center receive education, fitness training, stress management, 
psychological counseling, close physical assessment and risk factor management. 
They gain confidence in their physical capabilities, and learn self management skills 
and health promoting behaviors. Measured patient outcomes from such services 
which display significant improvement would benefit all employees and patients. 
Another VA medical center uses results obtained on patient evaluation forms to 
modify care provided in their women's health clinic. There are many other local 
examples demonstrating improved patient outcomes as a result of care received in 
the VA. National awareness and direction is indicated for national models 
measuring patient outcomes throughout the system. At present, such 
measurements are lacking. 

NOVA appreciates the opportunity to assist the DVA in improving the quality 
of veteran health care. To date, NOVA has not been invited to participate in any 
DVA quality improvement processes or initiatives. The timeliness of this testimony 
is a clear example. The time constraints limited our data collection and reporting to 
anecdotal information from the field, rather than the development of and 
participation in a computerized survey of registered nurses across the 22 VISNs. 
NOVA looks forward to any opportunity to ensure that registered nurses can 
continue to give the best possible care to our veteran patients, families, and the 
communities we serve. 

REGISTERED NURSES GIVE QUALITY VA HEALTH CARE: 

When asked about quality of VA health care, RNs were more apt to explicitly 
describe what was NOT good care, rather than describe what it was. NOVA 
appiauds the increased focus on accountability using indicators that had been used 
to measure operational performance, clinical outcomes, and dimensions of 
customer satisfaction. Integration of Ql principles and processes at all levels of VA 
reorganization is an important consideration for nursing staff. Given the short lead 
time, NOVA surveyed a broad sample of its members to help provide us with 
information for the preparation of this testimony. We asked for some indicators 
that had been used to determine patient satisfaction, quality of care, and/or 
"success stories" that we could share with you today. Patient satisfaction is of 
concern for nursing because studies have shown that satisfied patients are more 
likely to comply with treatment regimens and therefore more likely to have quality 
patient outcomes. 

Here are just a few of our findings. 

One group of inpatients at a VA Medical Center in the midwest responded to 
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a satisfaction survey in February, 1 998. When questioned on how they compare 

the care they received with other hospitals, the results were as follows; 

34.6% stated it was much better 
67.9% stated it was better 
17.6% stated it was about the same 
1.3% stated it was worse 
.6% stated it was much worse 
1 2.6% stated they didn't know 

Sixty-seven percent (67%) of veterans receiving ambulatory care at a 
southeastern VA Medical Center responded to the 1 997 VHA customer satisfaction 
survey. Here are the findings; 

95% felt they were treated with courtesy 

88% felt they were provided with timely access to health care 

95% said one health care team is in charge of their care 

84% felt their emotional needs were met 

73% felt they were given clear plans for their care 

77% received understandable information about their health care 

A midwest VAMC related several stories of patient satisfaction including the 
following; 

Mr. F was admitted to hospice and died late last evening. "I know the 
family's last impressions of the VA were very positive and they were 
touched by the caring and compassion that started in the ER and carried 
through." 

Mr. B wrote a complimentary letter to the Medical Center Director commending the 
staff on 7 West for their tremendous help and support, and a job well done. He 
writes that admitting himself to the psychiatric ward was very frightening and at 
first he refused to believe he had a problem and thought he would leave the same 
way he came in. ...disappointed. But, he writes he was very elated with the 
wonderful help he got with therapy, his life, and feels he has been saved. He went 
on to say that with much respect and from the bottom of his heart he wished to 
thanks several member of the staff (which he proceeded to mention). 

One story shared was on an oncology patient diagnosed two years ago with 
small cell ca of the lung. He went through standard chemo protocols and his tumor 
initially shrank. He experienced several episodes of remission and reoccurrences 
over the next two years. He would go home and be supported with blood 
transfusions and other maintenance measures. The famiiy was most grateful for 
the comprehensive care given by all areas that the patient's life touched over the 
two year period. They recognized the important caring agenda that was utilized for 
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this veteran by all, from physician to lab technicians to dietetics. All were 
supportive in their own ways to make this difficult time one of good quality care. 
Another example of a VA being recognized for quality is the Memphis VA Medical 
Center which was selected in 1 997 for the Greater Memphis Award for Quality - 
being selected over eleven other Memphis organizations. 

One comprehensive women's health program in the southeast shared comments 
from the Women's Health Clinic satisfaction surveys completed by all patients at 
each visit: 

"I would like to take this opportunity to commend the WHC, and especially the NP, 
for the remarkable professional service they provided me over the past year" 

"Individuals in the clinic 'actively listen' to the patient's problems and concerns, 
and when necessary, as was my case with gallbladder problems, quickly and 
correctly diagnosed my ailment before any further complication could occur. From 
the superb administrative support provided to the exceptional, quality medical care 
provided by the staff, the Women's Health Clinic rates an A + from a very satisfied 
patient. " 

As VA Registered Nurses and other professionals become more cognizant of 
Dr. Kizer's Prescription and Journey for Change and embrace it as their own, the 
VA Healthcare System can move to the leadership position in US Healthcare. 

Summary: 

NOVA has the following recommendations to improve the quality of Veteran Health 
Care: 

1 . Remove barriers/restrictions to practice based solely on cost of care. 

2. Develop continuum of care benchmarks to determine safe patient-provider 
mix. 

3. Reward quality improvement behaviors at all levels of VHA organizational 
hierarchy. 

4. Shift priorities from restructuring to focus more on process and, outcomes 
measurements and as the VA experiences a flattening out of the 
organization, shift to product lines and integration of services. 

5. Develop soma constancy in organizational structure across the 22 VISNs. 

6. Increase the interdisciplinarity of VHA leadership by removing barriers and 
restrictions that exist which limit nursing executives and others from 
leadership positions at the highest levels in VHA management. 

7. Increase the number of staff devoted to education and research efforts so 
that the VA will truly be an employer of choice. 

8. Adjust managed care philosophy to care for frail elderly and other complex 
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costly populations. 

9. Increase nursing executive leadership at all levels of the organization. 

10. Develop initiatives to retain and potentially recruit appropriate, qualified, 
professional nursing staff to meet the present and future needs of veteran 
health care. 

NOVA looks forward to ongoing participation in quality improvement 
initiatives during the reorganization of Veteran's Health Care. I would like to thank 
NOVA'S Legislative Committee: Barbara Zicafoose, MSN, RNC, ANP, Salem, 
Virginia; Sarah Myers, PhD., RN, CS, Atlanta, Georgia; and Billie Jean Summers, 
Mufeesboro, Tennessee for their assistance in the preparation of this testimony. 
This may be my last Congressional testimony on behalf of the Nurses Organization 
of Veterans Affairs (NOVA), as my term as president ends in April. I am honored 
to have had the privilege of presenting testimony on behalf of NOVA and all VA 
registered nurses. The Nurses Organization of Veterans Affairs looks forward to 
our continued advocacy on behalf of our nations veterans, their families and the 
communities we serve. 
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